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The  Doctor’s  Insurance  Company. 
In  More  Ways  Than  One. 

Physicians  Insurance  Company  of  Indiana  (PICI)  has  a 
different  approach  to  medical  professional  liability  insurance. 

Indiana  physicians  serve  on  the  Board  of  Directors, 
Underwriting  and  Claims  Committees.  PICI  works  closely 
with  the  Indiana  State  Medical  Association.  It  talks  with 
physicians.  It  listens  to  physicians.  It  understands.  It  cares. 

PICI  really  is  the  doctor’s  insurance  company,  in  more  ways 
than  one. 
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A Natural  Selection 


Si.  Luke's  Heuliheare 
Association  a progressive. 
4 I S - h e d m u 1 1 1 f a c i I i i y 
healthcare  system  located 
in  Saginaw.  Michigan 
currently  has  private  prac- 
tice and  hospital  career  op- 
portunities for  physicians 
in  selected  areas  of 
specialization. 


file  Association 
p rov  i d e s a 
c o m p I e t e 
range  of  spe- 
cialty care 
units,  includ- 
ing adult  and 
pediatric  inten- 
sive care,  coro- 
nary care  and 
e m e r g e n e y 
care.  We  oper- 
ate Michigan's 
only  combined 
medical/behavioral  health 
center,  treating  adults, 
adolescents  and  children. 
We  recently  opened  The 
Family  Birth  Center  1 - a 
progressive,  new.  single- 
room  obstetrics  unit.  And 
we  cooperate  in  an  active 
residency  program  affili- 
ated with  Michigan  State 


University's  College  of 
Human  Medicine. 


St.  Luke's  Healthcare  As- 
sociation is  a diverse  and 
growing  organization,  anx- 
ious to  meet  with  physicians 
interested  in  pursuing  a 
career  marked 
by  a strong 
a d in  i n i s t ra  - 
tion/physician 
working  rela- 
tionship and  a 
team  approach 
to  patient  care. 


If  you're  such 
a physician, 
St.  Luke's 
Health  c a r e 
A s s o c i a t i o n 
and  Saginaw. 
M i c h i g a n . 
are  natural  selections.  Con- 
tact us  today  for  additional 
information. 


Call  nr  write  Jan  Gould, 
Physician  Recruiter: 

St.  Luke's  Hospital 
700  Cooper  Ave. 
Saginaw,  Ml  48602 
1-800-633-3546. 


<¥> 

StUXes 


100!  St.  Luke  s Healthcare  Association.  All  rights  reserved 
A service  nt  St.  Luke  s Healthcare  Association. 


INDIANA  MEDICINE 

Devoted  to  the  interests  of  the  medical  profession  and 
public  health  in  Indiana  since  1908. 

MANAGING  EDITOR 

Tina  Sims 

EDITORIAL  ASSISTANT 

Toni  Settle 

BUSINESS  MANAGER 

Richard  R.  King 

CIRCULATION 

Rosanna  Her 

EDITORIAL  BOARD  CHAIRMAN 

George  T Lukemeyer,  M.D. 

EDITORIAL  BOARD 

I.E.  Michael  M.D. 

(Term  expire s Pec.  37,  7 991) 

Thomas  J.  Conway,  M.D. 

Robert  C.  Ziss,  M.D. 

( Term s expire  Dee.  37,  7992) 

James  R.  Buechler,  M.D. 

James  W.  Edmondson,  M.D. 

Robert  L.  Forstejr.,  M.D. 

George  C.  Manning,  M.D. 

Bruce  E.  Waller,  M.D. 

(Terms  expire  Dec.  37,  1993) 

Ruchir  Sehra 
Paul  Forman 
(Medical  students) 

CONSULTING  EDITORS 

Steven  C.  Beering,  M.D. 

Charles  A.  Bonsett,  M.D. 

Walter  J.  Daly,  M.D. 

Alvin  J.  Haley,  M.D. 

Rodney  A.  Mannion,  M.D. 

Alan  T.  Marty,  M.D. 

EDITOR  EMERITUS 

Frank  B.  Ramsey,  M.D. 

Indiana  medicine  (ISSN  0746-8288)  is  published  monthly  by 
the  Indiana  State  Medical  Association.  Second-class  post- 
age paid  at  Indianapolis,  Ind.,  and  additional  mailing 
offices. 

Address  correspondence  relating  to  editorial  material, 
advertising  or  subscriptions  to:  Indiana  medicine,  322  Canal 
Walk,  Indianapolis,  IN  46202-3252.  Phone  (317)  261-2060  or 
1-800-969-7545. 


Annual  subscription  rates  for  nonmembers:  $24  domestic, 
$2b  Canada,  $27  foreign.  Medical  library  rates:  $22  domes- 
tic, $23  Canada,  $24  foreign.  Full-time  Indiana  medical 
students:  $12.  Single  copies  not  available.  Subscriptions 
are  renewable  annually. 

POSTMASTER:  Send  address  changes  to  Indiana  medicine, 
Indiana  State  Medical  Association,  c/o  Membership 
Department,  322  Canal  Walk,  Indianapolis,  IN  46202-3252. 

Views  expressed  do  not  reflect  the  opinions  of  the  editors. 
No  copyright  is  claimed,  unless  specifically  indicated. 
Copyright  rests  solely  with  authors,  who  are  responsible 
for  statements  in  their  articles.  Scientific  and  editorial 
contributions  are  accepted  for  exclusive  publication,  subject 
to  editorial  requirements.  Instructions  for  authors  available 
on  request. 

All  issues  since  1967  are  available  on  microfilm  from 
University  Microfilms  International,  300  N.  Zeeb  Road,  Ann 
Arbor,  MI  48106.  Indexed  in  Index  Medicus  and  Hospital 
Literature  Index. 

Advertising  rates  and  data  available  upon  request.  Indiana 
medicine  reserves  the  right  to  accept  or  reject  advertising. 


THE  FRANCIS  A.  COUNTWAY 
LIBRARY  OF  MEDICINE 
boston,  ma 

AuG  o i ,3a' 


■stethoscope 


PICI  includes  peer  review 
services  in  liability  coverage 

The  Physicians  Insurance  Company  of  Indiana  (PICI)  has  changed  its 
medical  professional  liability  insurance  contract  to  include  coverage 
for  any  claims  arising  out  of  the  insured  physicians'  participation  in 
a peer  or  utilization  review  process.  PICI  broadened  its  policy  provi- 
sions because  of  the  growing  involvement  of  physicians  in  peer  and 
utilization  review  processes.  With  the  rapid  expansion  of  managed 
health  care  plans,  more  physicians  are  being  asked  to  serve  on  peer 
and  utilization  review  committees. 

Generic  substitutions  required 
for  Medicare,  Medicaid 
patients 

The  new  Indiana  budget  will  require  pharmacists  to  substitute  ge- 
neric drugs  for  Medicare  and  Medicaid  patients  unless  the  physician 
writes  "brand  medically  necessary"  on  the  prescription.  The  law 
took  effect  July  1 . 

Previously  pharmacists  were  allowed,  but  not  required,  to  substitute 
the  generic  equivalent  of  a drug  unless  the  physician  wrote  "brand 
medically  necessary"  on  the  prescription.  Under  the  new  law,  phar- 
macists will  not  be  allowed  to  dispense  the  brand  drug  unless  the 
physician  is  contacted  and  gives  approval.  Physicians  who  give  such 
approval  over  the  phone  will  then  be  required  to  mail  in  the  revised 
prescription. 

Patients  Compensation  Fund 
surcharge  increase  delayed 

The  increase  in  the  Patients  Compensation  Fund  surcharge  to  150% 
will  be  delayed.  The  Indiana  Department  of  Insurance  had  indicated 
that  it  could  go  into  effect  as  early  as  July  1.  The  date  it  will  become 
effective  remains  unclear.  The  delay  represents  a "good  news,  bad 
news"  scenario  for  physicians.  It  means  physicians  will  not  have  to 
pay  as  soon,  but  a lengthy  delay  may  mean  the  surcharge,  when 
implemented,  will  be  higher  than  150%  to  offset  the  current  and  pro- 
jected shortfall  in  the  fund.  The  ISMA  will  continue  to  monitor  the 
situation. 

ISMA  forms  Drug  Utilization 
"eview  Committee 

In  response  to  the  Omnibus  Budget  Reconciliation  Act  of  1990,  the 
ISMA  has  formed  a Drug  Utilization  Review  Committee  to  make 
policy  implementation  recommendations  to  Indiana's  DUR  board. 
The  committee,  which  met  June  12  to  review  the  federal  law  and  its 
requirements,  is  comprised  of  four  ISMA  physicians:  Debbie  Allen, 
M.D.;  Richard  Reedy,  M.D.;  Ed  Ross,  M.D.;  and  John  Wernert,  M.D. 

OBRA  '90  requires  each  state  to  have  a drug  use  review  program  for 
covered  outpatient  drugs  in  effect  by  Jan.  1,  1993.  These  programs 
will  assure  that  prescriptions  for  drugs  under  Medicaid  are  appropri- 
ate, medically  necessary  and  not  likely  to  cause  adverse  medical 
results.  □ 
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■ from  the  museum 


Two  encouraging  events 
recently  occurred  at  the  Indiana 
Medical  History  Museum  on  the 
same  day.  Early  in  the  morning, 
the  organization  learned  that  it 
was  one  of  seven  Indiana  muse- 
ums and  one  of  two  Indianapolis 
museums  receiving  an  Institute  of 
Museum  Services  General  Operat- 
ing Support  Grant.  Other  grant- 
ees include  The  Children's  Mu- 
seum, Fort  Wayne  Museum  of 
Art,  Greater  Lafayette  Museum  of 
Art,  Sheldon  Swope  Gallery  in 
Terre  Haute,  Monroe  County  His- 
torical Society  and  Fort  Wayne 
Children's  Zoo. 

The  grants  are  awarded  after 
a nationwide  competition  evalu- 
ates all  aspects  of  the  museum's 
operations.  Of  the  1,390  museums 
that  applied  for  these  grants,  only 
432  received  them.  The  museum 
professionals  who  reviewed  these 
applications  reported  that  nearly 
90%  of  the  applicant  museums 
were  meeting  or  exceeding  rigor- 
ous standards  of  museum  opera- 
tions. According  to  Susannah 
Simpson  Kent,  director  of  the 
Institute  of  Museum  Services, 
grant  recipients  "demonstrate 
excellence  in  all  areas  of  museum 
operations."  Museums  are  not 
judged  on  the  size  of  their  bud- 


gets or  needs,  but  rather  on  how 
well  they  use  the  resources  they 
have.  In  the  museum  community, 
this  highly  competitive  monetary 
award  carries  great  prestige.  Re- 
cipients are  recognized  as  leaders 
in  their  field. 

The  Institute  of  Museum  Ser- 
vices provides  the  only  federal 
source  of  general  operating  sup- 
port for  our  nation's  museums. 
Grant  recipients  include  museums 
with  only  one  staff  person  to 
those  with  more  than  2,000;  bud- 
gets range  from  less  than  $20,000 
to  more  than  $70  million.  All 
types  of  museums  receive  awards. 
Award  amounts  equal  10%  of  the 
museum's  operating  budget,  with 
a maximum  of  $75,000. 

The  Indiana  Medical  History 
Museum  will  use  the  $7,200  grant 
to  develop  programs  for  school 
children,  self-guided  tours  of  the 
museum  and  exhibits  on  the  his- 
tory of  health  care.  The  grant  also 
will  be  used  to  purchase  supplies 
and  materials  for  the  care  and 
conservation  of  its  collection  of 
more  than  15,000  medical  and 
health-related  artifacts. 

Later  that  day,  another  event 
occurred  that  reinforced  the 
museum's  educational  potential  in 
the  minds  of  the  staff.  Two  boys 
from  Indianapolis'  near  westside 


toured  the  museum.  The  neigh- 
borhood is  a depressed  area;  few, 
if  any,  of  the  children  aspire  to 
attend  college,  let  alone  medical 
school.  For  one  of  the  boys,  it 
was  his  third  visit  within  the  past 
several  months.  He  explained 
that  he  was  fascinated  by  the  mu- 
seum, and  each  time  he  learned  a 
little  more  about  medicine  and  its 
history.  He  also  said  he  now 
wants  to  become  a physician  so  he 
can  help  people.  That  boy's  visit, 
his  interest  in  the  museum  and  his 
new  career  goal  reaffirm  that  the 
organization  is  beginning  to  meet 
its  educational  mission  to  the 
community.  Perhaps  with  the 
Institute  of  Museum  Services 
grant  and  the  help  of  individual 
donors,  the  museum  will  be  able 
to  expand  its  educational  services 
to  challenge  the  minds  of  the 
younger  generation. 

Other  museum  news 

The  exhibit  "Great  Medical  Dis- 
coveries" will  be  displayed  at  the 
museum's  changing  exhibit  gal- 
lery until  Aug.  30.  The  museum 
entrance  is  located  at  3045  W. 
Vermont  St.,  adjacent  to  Central 
State  Hospital,  in  Indianapolis. 

For  more  information,  call 
(317)  635-7329.  □ 
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A salesman’s  primary  concern  is  to  sell.  That’s  precisely 
why  we  don't  employ  any.  Our  general  agents  make  no 
commission,  and  work  exclusively  for  us.  So  they  spend 
less  time  selling,  and  more  time  advising,  informing 


and  preventing  problems  for  their  clients.  Their  success 
isn't  measured  by  how  well  they  sell.  But  by  how  well 
they  serve.  For  a different  approach  to  professional 
liability,  call  your  Medical  Protective  general  agent  today. 


991 
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f w u tcj r,  imyji 


NO  DOUBT. 

Vernon  E.  Hoover,  H.  Jere  Frey,  Michael  W.  Kinzer 
6100  North  Keystone  Avenue,  Suite  237,  P.O.  Box  20576 
Indianapolis,  IN  46220 
(317)  255-6525 


Robert  B.  Newell,  J.  Barton  Lyon 
Suite  240,  2260  Lake  Avenue,  P.O.  Box  5174 
Fort  Wayne,  IN  46895 
(219)  422-4783 


■ what's  new 


American  Biogenetic  Sciences 

Inc.  (ABS),  based  at  the  University 
of  Notre  Dame,  has  developed  a 
new  diagnostic  aid  designed  to 
help  prevent  heart  attacks  and 
strokes.  The  Cadkit,  approved  for 
use  by  the  U.S.  Food  and  Drug 
Administration,  measures  levels 
of  fibrinogen  in  patients'  blood.  It 
is  expected  to  be  used  in  routine 
physical  examinations  in  men 
older  than  35  and  in  post-meno- 
pausal women  and  in  the  moni- 
toring of  fibrinogen  levels  during 
clot-dissolving  therapy. 

The  Boehringer  Mannheim 
Corp.  has  introduced  the  Accu- 
Chek  Easy  blood  glucose  monitor, 
a non-wipe,  portable  meter  that 
cuts  the  time  traditionally  needed 
for  self-monitoring  tests  by  more 
than  half.  The  meter  features  a 
memory  function  that  automati- 
cally stores  30  blood  sugar  levels 
and  uses  a high-tech  program- 
ming chip  that  is  packaged  with 
each  new  vial  of  test  strips  and 
snaps  into  the  monitor. 

The  American  Hospital  Asso- 
ciation has  published  Substance 
Abuse  Services:  A Guide  to  Plan- 
ning and  Management.  The  book 
identifies  the  major  issues  essen- 
tial to  successful  program  devel- 


opment and  provides  guidelines 
to  planning  new  services  and 
implementing  key  management 
strategies  to  ensure  program  vi- 
ability. Also  included  is  informa- 
tion on  how  to  address  employee 
substance  abuse  problems  and  an 
assessment  of  the  reimbursement 
policies  of  major  payers.  Mem- 
bers can  order  the  book  from 
American  Hospital  Association 
Services,  Inc.,  P.O.  Box  92683, 
Chicago,  IL  60675-2683,  for  $49.95 
plus  $7.95  for  shipping  and  han- 
dling. 

Lea  & Febiger  has  released 
four  new  books:  Malignant 
Lymphoma:  Biology,  Natural  His- 
tory and  Treatment ; Adjuncts  to 
Cancer  Surgery;  The  Pathology  of  the 
Aging  Human  Nervous  System;  and 
Diseases  of  the  Nose,  Throat,  Ear, 
Head  and  Neck.  To  order  the 
books,  contact  Lea  & Febiger,  200 
Chester  Field  Parkway,  Malvern, 
PA  19355,  1-800-444-1785. 


News  of  what  is  new  in  the  medical 
supply  industry  is  compiled  from  news 
releases.  Each  item  published  does  not 
necessarily  constitute  an  endorsement 
of  a product  or  recommendation  for  its 
use  by  Indiana  medicine  or  the  Indiana 
State  Medical  Association. 


Wampole  Laboratories  is 

marketing  an  ELISA  test  designed 
to  detect  IgG  and  IgM  antibodies 
to  Borrelia  burgdorferi,  the  spiro- 
chetal organism  that  causes  Lyme 
disease.  The  test  kit  uses  a 
microwell  format. 


The  joint  Commission  on 
Accreditation  of  Healthcare  Orga- 
nizations has  published  a mono- 
graph that  illustrates  how  the 
commission's  recommended  indi- 
cators for  obstetrical  care  can  be 
used  by  hospitals  to  improve  their 
quality  of  patient  care.  Examples 
of  Monitoring  and  Evaluation  in 
Obstetrics  and  Gynecology  is  de- 
signed to  help  hospitals  meet  the 
commission's  standards  as  they 
apply  new  evaluation  tools  in 
their  quality  assessment  and  im- 
provement activities.  To  order, 
call  the  commission's  customer 
service  center,  (708)  916-5800. 


The  American  College  of 
Physician  Executives  has  pub- 
lished two  new  books.  The  Higher 
Ground:  Biomedical  Ethics  and  the 
Physician  Executive  and  Health  Care 
Quality  Management  for  the  21st 
Century.  For  more  information, 
call  (813)  287-2000.  □ 
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For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  ^ 30 
makes  life  easier 

Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 

■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use  — 
for  patients  who 
find  mixing  difficult 

Specify 

Humulin 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 

Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision 

Changes  in  refinement,  purity,  strength,  brand 
(manufacturer),  type  (regular  NPH,  Lente®,  etc),  species 
(beef.  pork,  beef-pork,  human),  and/or  method  of 
manufacture  (recombinant  DNA  versus  animal-source 
insulin)  may  result  in  the  need  for  a change  in  dosage 

Leadership  In  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


S&fy 
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cme  calendar 


Methodist  Hospital 

Methodist  Hospital  of  Indiana  will 
sponsor  the  following  courses: 


Aug.  2-3  - 


Sept.  14  - 


Sept.  27-28- 


Oct.  3 


Oct.  11 


Oct.  21-22  - 


Nov.  1-2  - 


Nov.  6 


Nov.  15-16- 


Fourth  Annual  Im- 
munological Obstet- 
rics Symposium, 
Methodist  Hospital, 
Petticrew  Audito- 
rium, Indianapolis. 
Healthcare  for  the 
Homeless  and  Poor, 
State  Board  of 
Health. 

Child  Neurology 
Getaway,  Hueston 
Woods  State  Park 
Lodge,  Ohio. 

Brief  Cognitive 
Therapy:  Behavioral 
Care  of  the  Future, 
Westin  Hotel,  India- 
napolis. 

Diabetes  Update, 
Omni  Severin  Hotel, 
Indianapolis. 
AmbuQual  Users 
Conference,  Days 
Inn  at  the  Airport, 
Indianapolis. 
Advanced  Cardiac 
Life  Support  Course, 
Methodist  Hospital, 
Wile  Hall,  India- 
napolis. 

Practical  Topics  in 
the  Care  of  the  Eld- 
erly: Lester  Bibler 
Day,  Methodist  Hos- 
pital, Petticrew  Au- 
ditorium, Indianapo- 
lis. 

Advanced  Trauma 
Life  Support  Course, 


Methodist  Hospital, 
Wile  Hall,  India- 
napolis. 

For  more  information,  call 
Dixie  Estridge,  (317)  929-8215. 

Community  Hospitals  Indpls. 

Community  Hospitals  Indianapo- 
lis will  sponsor  the  "Second  An- 
nual Cardiovascular  Bridges  to 
the  Future:  Management  Strate- 
gies for  the  Primary  Care  Practi- 
tioner" Sept.  14  at  the  Radisson 
Plaza  Hotel  in  Indianapolis. 

Keynote  speakers  include  Dr. 
Gary  Becker,  Rear  Admiral 
Donald  Sturtz  and  Dr.  Peter 
Kudenchuk.  For  more  informa- 
tion, call  Donna  Grahn,  (317)  355- 
5714. 


Indiana  University 

The  Indiana  University  School  of 

Medicine  will  sponsor  these 

courses: 

July  18  - Clinical  Problems 

and  Solutions  in 
Ovarian  Cancer, 
Westin  Hotel,  India- 
napolis. 

Aug.  15-17-  Geriatric  Summer 

Symposium,  Univer- 
sity Place  Conference 
Center  and  Hotel, 
Indianapolis. 

Aug.  16-17-  Vascular  Surgery 
Course,  site  to  be 
announced. 

Sept.  6 - Infectious  Disease 

Symposium,  site  to 
be  announced. 

Sept.  11  - Perinatal  Meeting, 

University  Place 


Conference  Center 
and  Hotel,  India- 
napolis. 

Sept.  27  - Gastroenterology 

Update  and  Gut 
Club  Meeting,  Uni- 
versity Place  Confer- 
ence Center  and 
Hotel,  Indianapolis. 
Sept.  28  - Management  of 

Hypercholesteremia, 
University  of  Notre 
Dame  campus.  South 
Bend. 

Oct.  18-19  - Family  Practice  Up- 
date in  Cardiology: 
Emphasis  on  Office 
Practice,  Krannert 
Institute  of  Cardiol- 
ogy, Indianapolis. 

For  more  information,  call 
Sheryl  King,  (317)  274-8353. 

University  of  Michigan 

The  University  of  Michigan  Medi- 
cal School  will  present  the  follow- 
ing CME  courses: 

July  28-31  - 17th  Annual  Ad- 
vances in  the  Man- 
agement of  Infec- 
tious Diseases, 

Grand  Hotel, 
Mackinac  Island, 
Mich. 

Aug.  10-11-  Endocrinology  and 
Diabetes  Update, 
Grand  Traverse  Re- 
sort Village,  Grand 
Traverse  Village, 
Mich. 

For  additional  information, 
call  Julie  Jacobs,  (313)  763-1400.  □ 
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Video  display  terminals: 
Potential  health  effects  of 
office  automation 


Guy  F.  Perry,  M.D. 
Indianapolis 


T, 


he  past  decade  has  seen  a 
veritable  explosion  in  technologi- 
cal advances  in  office  automation. 
The  clerical  work  force  has  gone 
from  a typing  and  filing  profes- 
sion to  an  increasingly  sophisti- 
cated profession  that  must  use  an 
array  of  computerized  equipment. 
With  the  change  has  come  an 
increasing  awareness  of  the  pos- 
sible adverse  health  effects  of  use 
of  one  of  the  most  common  pieces 
of  automation,  the  video  display 
terminal  (VDT). 

Newspaper  publishers,  bank- 
ing, government  and  the  military, 
brokerage  houses  and  manufac- 
turing plants  are  some  of  the  most 
notable  industries  that  have  relied 
increasingly  on  the  use  of  VDTs 
for  information  processing.  As  we 
change  from  a manufacturing 
society  to  an  information  society, 
the  use  of  VDTs  will  continue  to 
increase.16  According  to  the  Cen- 
ter for  Office  Technology,  there 
were  approximately  70  million 
VDTs  in  use  in  1990  with  possibly 
100  million  in  use  by  2000.  There 
are  between  10  million  to  14  mil- 
lion regular  users  in  the  United 
States.1  Physicians  must  be  aware 
of  the  potential  impact  of  the  use 
of  VDTs  on  their  patients'  health. 

The  VDT  is  similar  to  a televi- 
sion receiver  because  it  receives 


Abstract 


The  use  of  video  display  terminals  (VDTs)  has  increased  dramati- 
cally in  the  past  10  years  and  is  projected  to  increase.  Particular 
concerns  related  to  the  use  of  VDTs  include  vision,  radiation,  repro- 
duction, dermatitis,  stress  and  ergonomics.  This  article  summarizes  the 
current  literature  related  to  possible  effects  of  VDT  use  and  health. 


electrons  emitted  from  a cathode. 
The  electrons  are  impinged  on  the 
inner  surface  of  the  screen  that  is 
lined  with  phosphors  where  the 
energy  is  converted  to  visible 
light.  The  signals  that  trigger  the 
energy  are  activated  by  a key- 
board connected  through  a com- 
puter that  is  attached  to  the  VDT.2 

Areas  of  concern  expressed 
about  the  use  of  VDTs  are  repro- 
duction, dermatitis,  radiation, 
vision,  ergonomics  and  stress.1520 

Various  concerns  were  raised 
in  the  late  1970s  about  clusters  of 
spontaneous  abortions  that  oc- 
curred in  VDT  operators  em- 
ployed by  newspaper  publishers. 
Various  studies  have  not  shown 
an  increased  risk  of  spontaneous 
abortions  or  birth  defects  in  VDT 
operators. 3‘5'21 

A recent  study  performed  at 
Kaiser  Permanente  in  California 
showed  that  women  who  used 
VDTs  more  than  20  hours  per 
week  had  a significant  increase  in 
risk  of  spontaneous  abortion  as 
compared  to  those  who  operated 
VDTs  for  fewer  than  20  hours  per 


week  during  the  first  trimester  of 
pregnancy.6  The  authors  con- 
cluded there  may  be  confounding 
factors  involved  in  determining 
the  outcomes  and  that  larger  co- 
hort studies  are  needed.  It  is  dif- 
ficult to  determine  risk  because 
there  is  a 10%  to  20%  background 
risk  of  spontaneous  abortion,  as 
well  as  a 2%  to  4%  risk  of  all  live 
births  having  a congenital  malfor- 
mation. 

Cases  of  facial  dermatitis  have 
been  described  in  VDT  users.7 
The  minor  inflammation  that  oc- 
curs within  two  to  six  hours  after 
exposure  is  related  to  an  electro- 
static field  that  is  generated  and  is 
related  to  lack  of  humidity  in  the 
air.  Increasing  the  humidity  in 
the  air  and  reducing  the  static 
electric  charge  induced  by  carpet- 
ing help  reduce  the  risk  of  this 
condition. 

While  the  main  function  of 
the  VDT  is  to  emit  visible  radia- 
tion, various  other  types  of  elec- 
tromagnetic radiation  are  emit- 
ted.28-21 A major  concern  has  been 
expressed  about  the  potential  risk 
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of  ionizing  radiation  to  VDT  us- 
ers. The  reproductive  risks  of  ion- 
izing radiation  are  well-known 
and  include  increased  risk  of 
spontaneous  mutation,  teratogen- 
esis,  sterility  and  increased  risk  of 
leukemia  in  the  offspring.  Nu- 
merous studies  have  been  per- 
formed to  determine  the  extent  of 
ionizing  radiation  detected  at  the 
surface  of  VDTs.  Although  there 
is  no  national  performance  stan- 
dard for  VDTs,  the  measured  lev- 
els of  ionizing  radiation  are  well 
below  the  occupational  exposure 
standard.  Studies  also  have  been 
performed  to  determine  the  levels 
of  ultraviolet,  infrared,  radio- 
frequency (RF)  and  extremely 
low-frequency  (ELF)  radiation. 
These  levels  also  are  well  below 
levels  thought  to  cause  adverse 
health  effects.19 

One  of  the  earliest  complaints 
about  VDTs  concerned  visual 
abnormalities.17  Much  attention 
has  been  given  to  possible  connec- 
tion to  cataract  formation.  This 
concern  was  raised  when  two 
newspaper  employees  in  the  late 
1970s  developed  cataracts  while 
working  with  VDTs.  Reports  of 
cataract  formation  surfaced  in 
other  newspaper  offices,  but  when 
compared  to  non-VDT  users,  the 
National  Institute  for  Occupa- 
tional Safety  and  Health  (NIOSH) 
concluded  there  was  no  definite 
proof  of  causation.  The  National 
Research  Council9  reviewed  re- 
ported cases  of  cataract  formation 
in  VDT  users  and  could  not  con- 
clusively link  the  two. 

Scandinavian  investigators 
have  reviewed  epidemiological 
and  experimental  data  and  have 
concluded  that  VDT  exposure 
does  not  lead  to  cataract  forma- 
tion.10 Studies  in  this  area  are 
complicated  by  the  fact  that  cata- 
ract formation  is  naturally  occur- 
ring in  the  general  population. 


Cataracts  also  occur  naturally  in 
4%  of  the  population  between 
ages  35  and  45,  an  age  group  that 
includes  frequent  users  of  VDTs. 
Radiation-induced  cataracts  re- 
quire much  more  radiation  expo- 
sure than  that  found  in  VDT  use.11 

Other  complaints  about  vision 
include  eye  strain  and  visual  blur- 
ring. Factors  that  have  been  asso- 
ciated with  these  complaints  are 
prolonged  staring  at  the  copy 
page,  screen  glare,  inadequate 
room  illumination,  poor  screen 
image  quality  and  impaired  visual 
acuity  and  accommodation.  Some 
VDT  users  worry  that  eye  damage 
will  occur  with  the  above  eye 


complaints.  The  American  Acad- 
emy of  Ophthalmology  states  that 
the  above  mentioned  eye  discom- 
fort will  not  cause  permanent 
ocular  damage.12 

The  area  that  has  received  the 
most  attention  regarding  health 
effects  of  VDT  use  is  related  to 
ergonomics.13  Ergonomics  deals 
with  the  design  and  organization 
of  the  workplace  and  their  impact 
on  the  health  and  productivity  of 
the  worker.  VDT  workers  have 
developed  more  musculoskeletal- 
related  complaints  than  other  non- 
VDT  office  workers.  Workers 
complain  of  arm,  neck,  shoulder 
and  low  back  pain  with  prolonged 


Figure:  This  diagram  shows  factors  to  consider  when  designing  work 
space  for  VDT  users.  (Modified  with  permission  from  Dickerson  OB, 
Baker  WE.  Practical  ergonomics  and  work  with  video  display  termi- 
nals. In:  C Zenz,  ed.  Occupational  Medicine  - Principles  and  Practical 
Applications.  2nd  ed.  Chicago,  111:  Yearbook;  1988:477.) 
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sitting  in  front  of  a terminal. 

They  are  less  likely  to  move 
around  and  are  more  sedentary 
than  before  VDT  use.  Finger 
paresthesias  also  can  occur. 

While  poor  posture  has  been 
implicated  with  many  of  the  com- 
plaints, work  place  design  issues 
should  be  addressed  (Figure).  Is 
the  work  desk  or  table  at  the  ap- 
propriate height  for  the  work  to 
be  performed?  Is  there  appropri- 
ate clearance  for  the  thighs?  Is 
the  VDT  at  right  angles  to  win- 
dows and  light?  Is  the  screen 
angle  the  appropriate  distance 
below  the  line  of  sight  (approxi- 
mately 10°  to  20°  is  appropriate)? 
Is  the  document  holder  at  the 
same  height  and  distance  as  the 
screen?  Does  the  screen  tilt  up 
and  down  and  side  to  side  to  de- 
flect glare?  Is  the  keyboard  de- 
tachable from  the  screen,  allowing 
for  minimal  flexion-extension  at 
the  wrist?  Is  the  chair  comfort- 
able for  use  with  the  appropriate 
adjustable  lumbar  support?  Does 
the  chair  allow  for  motion  of  the 
seat  up  and  down  or  forward  and 
backward  to  allow  for  the  feet  to 
rest  comfortably  on  the  floor  or  on 
a foot  rest?  Is  the  front  edge  of 
the  chair  curved  to  eliminate  ex- 
cess pressure  in  the  popliteal 
area?  More  and  more  office  furni- 
ture and  computer  manufacturers 
are  designing  equipment  with 
ergonomic  concerns  in  mind.18 

The  increased  use  of  VDTs  in 
the  workplace  has  been  implicated 
in  increased  levels  of  stress.14 
There  appears  to  be  less  interac- 
tion with  other  workers  than  be- 
fore the  use  of  VDTs.  Prolonged 
sitting  with  keystroke  monitoring 
is  an  aggravating  factor.  Boring, 
repetitive  work  that  particularly  is 
perceived  as  excessive  and  be- 
yond the  employee's  control  is 
conducive  to  stress  formation. 


The  fear  of  new  technology  also 
aggravates  the  situation.  Periodic 
rest  breaks  are  advised,  but  there 
is  no  unanimity  of  opinion  con- 
cerning the  frequency  or  length. 

The  NIOSH  recommends: 
"Continuous  work  with  VDTs 
should  be  interrupted  periodically 
by  rest  breaks  or  other  work  ac- 
tivities that  do  not  produce  visual 
fatigue  or  muscular  tension.  As  a 
minimum,  a break  should  be 
taken  after  two  hours  of  continu- 
ous VDT  work,  and  breaks  should 
be  more  frequent  as  visual,  mental 
and  muscular  burdens  increase." 

Legislation  has  been  proposed 
and  enacted  in  various  states  that 
mandates  various  vision  exams 
and  the  frequency  and  duration  of 
rest  breaks.  Even  with  the  lack  of 
clear  adverse  health  effects,  politi- 
cal pressure  will  continue  in  this 
area. 

Conclusion 

There  is  no  clear  cut  radiation  or 
reproduction  risk  to  VDT  opera- 
tors. The  levels  of  radiation  that 
have  been  measured  are  well  be- 
low levels  known  to  cause  cata- 
racts, birth  defects  or  spontaneous 
abortions.  The  adverse  health 
effects  are  most  likely  ergonomic 
in  origin,  with  job-related  stress 
an  aggravating  factor.  The  type 
and  context  of  the  job  being  per- 
formed may  be  as  much  to  blame 
as  the  equipment.  □ 

The  author  is  director  of  Occupa- 
tional Medicine  Education  and  direc- 
tor of  the  Occupational  Medicine 
Residency  Program  at  Methodist 
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Neuroimaging  of  AIDS 


Abstract 

A retrospective  review  of  the  neuroimaging  procedures  of  84  pa- 
tients with  the  diagnosis  of  AIDS  was  performed.  Both  computed 
tomography  (CT)  and  magnetic  resonance  imaging  (MRI)  procedures 
were  evaluated  for  the  presence  of  atrophy,  enhancing  lesions  and 
focal  non-enhancing  lesions.  The  imaging  findings  in  several  infectious 
conditions  (toxoplasmosis,  cytomegalovirus,  papovavirus,  HIV  virus, 
tuberculosis  and  histoplasmosis)  are  described.  Intracranial 
lymphoma,  another  complication  of  AIDS,  also  is  discussed. 


Guy  Kaissar,  M.D. 

Mary  Edwards,  M.D. 

Richard  Smith,  M.D. 

(Central  nervous  system 
(CNS)  involvement  in  acquired 
immunodeficiency  syndrome 
(AIDS)  is  well-recognized.  Most 
series  report  that  approximately 
one-third  of  all  AIDS  patients 
develop  neurologic  complica- 
tions.13 We  recently  reviewed  the 
neuroradiologic  findings  in  84 
AIDS  patients  seen  at  the  Indiana 
University  Medical  Center.  Forty- 
eight  of  84  patients  had  abnormal 
findings  on  neuroimaging  studies. 
The  most  common  abnormal  find- 
ing was  atrophy,  the  only  abnor- 
mality in  24  patients.  Focal  le- 
sions were  identified  in  14  pa- 
tients, but  a diagnosis  was  estab- 
lished in  only  nine. 

This  article  will  present  the 
neuroradiologic  manifestations, 
both  infectious  and  neoplastic,  of 
CNS  disease  in  AIDS  with  ex- 
amples from  the  cases  we  have 
reviewed. 

CNS  infection 

Toxoplasmosis  - Toxoplasma  gondii 
is  the  most  common  organism 
found  in  AIDS-related  CNS  infec- 
tion, representing  13.4%  of  cases 
in  one  series4  and  one-third  in 
another.5  The  characteristic  com- 
puted tomography  (CT)  appear- 
ance is  that  of  multiple  ring  en- 
hancing lesions,  frequently  located 
in  the  basal  ganglia  or  other  surgi- 
cally inaccessible  areas.6  Magnetic 
resonance  imaging  (MRI)  demon- 
strates multiple  discrete  high  sig- 
nal foci  that  are  mostly  heteroge- 


neous, have  well-circumscribed 
margins7  and  are  enhanced  by 
gadolinium  (Figure  1). 

In  addition  to  neuroimaging, 
blood  and  CSF  serology  are  help- 
ful in  establishing  the  diagnosis. 
Pyrimethamine  and  sulfadiazine 
in  combination  are  used  to  treat 
CNS  toxoplasmosis,  and  the  prog- 
nosis is  usually  favorable.8  Evalua- 
tion of  an  AIDS  patient  with  dete- 
riorating mental  status,  fever  and 
persistent  headaches  should  in- 
clude a neuroimaging  study. 

Most  authors  agree  that  MRI  is 
the  best  neuroimaging  procedure 
for  the  radiologic  evaluation  of 
AIDS  patients  with  neurologic 
illness.9 

Cytomegalovirus  (CMV)  - CMV 
is  a less  frequently  encountered 
agent  in  AIDS-related  CNS  infec- 
tion. The  reported  CT  findings 
range  from  cerebral  atrophy  to 
ring-enhancing  lesions.3  10  The 
MRI  appearance  has  been  de- 
scribed in  a few  small  series,  and 
consists  of  nonenhancing  areas  of 
abnormal  bright  signal  on  T2- 
weighted  images.  Two  of  our 
patients,  diagnosed  as  CMV7,  had 
similar  findings.  One  patient, 
who  had  CMV  inclusions  in  the 


brain  at  autopsy,  had  multiple 
abnormalities  on  MRI.  T2- 
weighted  images  revealed  abnor- 
mal increased  signal  in  the  pons, 
in  addition  to  nonenhancing,  dif- 
fuse areas  of  increased  signal  in 
the  periventricular  white  matter 
(Figure  2).  The  other  patient,  di- 
agnosed with  systemic  CMV  after 
virus  was  isolated  from  blood  and 
multiple  other  culture  sites,  had  a 
single,  nonenhancing,  left 
periventricular  focus  of  increased 
signal  on  T2-weighted  images. 

CNS  involvement  by  CMV 
has  been  difficult  to  diagnose 
since  laboratory  findings  are  usu- 
ally nonspecific,  and  the  classic 
"owl's  eye"  cells  are  difficult  to 
identify  at  autopsy.11  The  authors 
of  one  series  that  examined  10 
cases  of  CNS  CMV  proven  by 
autopsy  concluded  that  CT  is  not 
a sensitive  imaging  method  in 
detecting  CMV  encephalitis  and 
suggested  that  MRI  be  used  to  aid 
in  the  early  detection  of  this  infec- 
tion.12 

Progressive  multifocal 
leukoencephalopathy  (PML)  - PML 
is  characterized  by  progressive 
demyelination.  The  etiology  is 
infectious,  resulting  from  reactiva- 
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tion  of  latent  papovavirus  (JC). 
The  incidence  in  two  large  series 
was  2%  to  3%. 4-6  CT  demonstrates 
low  density  lesions  within  the 
white  matter  due  to  myelinolysis.7 
The  MRI  appearance  is  variable, 
and  one  series  that  reviewed  10 
cases  of  autopsy-proven  PML 
reported  that  single,  focal  areas  of 
abnormality  were  found  in  six 
patients,  while  multifocal  or  dif- 
fuse lesions  were  seen  in  four 
patients.13  Lesions  were  distrib- 
uted throughout  the  brain,  includ- 
ing the  brain  stem  and  basal  gan- 
glia.13 


Clinically,  PML  develops  in- 
sidiously and  progresses  rapidly 
until  the  patient's  death,  usually 
within  6 months,  as  effective 
modes  of  therapy  are  not  avail- 
able. Since  CSF  usually  shows  no 
abnormality,  definitive  diagnosis 
can  be  made  only  with  biopsy. 
However,  since  a biopsy  will  not 
alter  the  clinical  course,  it  is  rarely 
performed  on  patients  at  the  Indi- 
ana University  Medical  Center 
suspected  of  having  PML. 

Human  immunodeficiency  virus 
(HIV)  - HIV  encephalitis  has  be- 
come well-recognized  with  the 


use  of  immunocytochemical  stain- 
ing and  in  situ  hybridization  for 
detection  of  HIV  in  the  brains  of 
AIDS  patients.14-15  The  histologic 
hallmarks  of  HIV  encephalitis  are 
microglial  nodules  with  multi- 
nucleated  giant  cells.  One  series 
that  examined  the  neuroimaging 
studies  of  24  patients  with  au- 
topsy proven  HIV  encephalitis 
reported  that  neither  CT  nor  MRI 
enable  the  detection  of  these  hall- 
marks.16 However,  CT  and  MRI 
may  reveal  secondary  changes 
that  are  nonspecific,  including 
atrophy  and  foci  of  demyelination. 


Figure  1:  Forty-one-year-old  man  with 
toxoplasmosis.  Gadolinium-enhanced  coronal  T,- 
weighted  image  demonstrating  left  basal  ganglia 
lesion  (arrow).  Edema  and  mass  effect  are  present. 


Figure  2:  Forty-five-year-old  man  with  CNS  CMV 
proven  by  autopsy.  Axial  T2-weighted  image  re- 
vealing abnormal  increased  signal  in  the 
periventricular  white  matter  (arrows). 


NDIANA  MEDICINE/July  1991 


471 


Figure  3:  Forty-two-year-old  man  with  presumed 
HIV  encephalitis.  High-intensity  signal  abnormali- 
ties (arrows)  on  T2-weighted  image  indicate  diffuse 
white  matter  disease  in  periventricular  as  well  as 
subcortical  regions. 


Figure  4:  Thirty-one-year-old  man  with  presumed 
CNS  tuberculosis.  Head  CT  with  intravenous 
contrast  demonstrating  multiple  nodular  and  ring 
enhancing  lesions  (arrows). 


Foci  of  demyelination  are  seen  as 
areas  of  low  density  on  CT,  while 
MR1  usually  reveals  high-intensity 
signal  abnormalities  on  T2- 
weighted  images,  most  frequently 
in  the  periventricual  white  matter 
and  centrum  semiovale.17  In  one 
patient  whose  films  we  reviewed, 
a presumptive  diagnosis  of  PML 
was  made  without  biopsy.  How- 
ever, since  this  patient  was  still 
living  one  year  later,  the  diagnosis 
of  PML  is  unlikely.  A more  likely 
diagnosis  is  HIV  encephalitis. 


which  is  consistent  with  the 
patient's  neuroimaging  studies 
(Figure  3). 

Tuberculosis  (TB)  and 
histoplasmosis  - A few  reports  can 
be  found  documenting  CNS  tu- 
berculosis and  CNS  histoplas- 
mosis, but  none  of  the  reported 
cases  were  seen  in  AIDS  patients. 
We  believe  two  patients  in  our 
review  were  afflicted  with  these 
entities.  One  had  a presumptive 
diagnosis  of  CNS  tuberculosis;  the 
other  had  a presumptive  diagno- 


sis of  CNS  histoplasmosis.  The 
first  patient  had  headaches,  new- 
onset  seizures  and  left-sided 
weakness.  CSF  titers  for  Toxo- 
plasma gondii  and  Cryptococcus 
neoformans  were  negative.  The 
patient's  head  CT  revealed  mul- 
tiple nodular  and  ring  enhancing 
lesions  (Figure  4).  A right  parietal 
brain  biopsy  was  nondiagnostic. 
The  patient  was  later  diagnosed 
with  disseminated  TB  after  a right 
axillary  lymph  node  biopsy  was 
positive  for  typical  Mycobacterium 
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! tuberculosis.  His  CNS  lesions  were 
probably  secondary  to  dissemi- 
nated TB. 

The  second  patient  had 
double  vision  and  numbness  on 
both  sides  of  the  face.  Physical 
examination  revealed  a broad 
based  gait  and  left-sided  dystaxia 
on  cerebellar  tests.  Blood  and 
CSF  serologies  were  negative  for 
Toxoplasma  gondii  and  Cryptococcus 
neoformans,  but  Histoplasma 
capsulatum  antigen  was  found  in 
CSF.  Head  MRI  revealed  a ring 
enhancing  pontine  mass  on  gado- 


linium contrasted  images  (Figure 
5).  The  patient  was  started  on 
fluconazole  and  his  neurologic 
symptoms  dramatically  improved. 
This  clinical  course  was  sufficient 
for  a presumptive  diagnosis  of 
CNS  histoplasmosis. 

CNS  neoplasia 

Primary  intracranial  CNS 
lymphoma  occurs  more  frequently 
in  AIDS  patients  when  compared 
to  normal  hosts.  One  series  re- 
ported an  incidence  of  6.4%  in 
AIDS  patients  presenting  with 


CNS  disease.18  The  CT  appear- 
ance of  CNS  lymphoma  consists 
of  contrast  enhancing  periven- 
tricular lesions  that  may  be  either 
nodular  or  relatively  confluent.6 
MRI  of  primary  CNS  lymphoma 
in  AIDS  patients  reveals  multiple 
lesions,  frequently  located  in  the 
temporal  lobes  and  basal  ganglia, 
which  are  usually  smaller  than  2 
cm  in  diameter  (Figure  6). 19  These 
lesions  are  slightly  hypointense  on 
T1 -weighted  images,  slightly 
hyperintense  on  proton  density 
and  T2-weighted  images  relative 


Figure  5:  Thirty-two-year-old  man  with  presumed 
CNS  histoplasmosis.  Gadolinium-enhanced  axial 
Tl-weighted  image  revealing  a ring  enhancing 
pontine  mass  (arrow). 


Figure  6:  Thirty-five-year-old  man  with  primary 
CNS  lymphoma  proven  by  biopsy.  Gadolinium- 
enhanced  axial  Tl-weighted  image  demonstrating 
lesions  in  the  right  hippocampus  (small  arrow)  and 
cerebellar  vermis  (large  arrow). 
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to  gray  matter,  and  induce  mild 
edema  and  mild  to  moderate  mass 
effect.19 

The  diagnosis  of  primary  CNS 
lymphoma  can  be  confirmed  only 
with  biopsy.  Treatment  consists 
of  whole  brain  radiation  therapy. 
CT  and  MRI  appearance  of  pri- 
mary CNS  lymphoma  often  re- 
sembles that  of  toxoplasmosis, 
and  both  entities  should  be  in- 
cluded in  the  differential  diagno- 
sis of  multiple  enhancing  lesions 
in  an  AIDS  patient.  The  conserva- 
tive approach  includes  a therapeu- 
tic trial  of  pyrimethamine  and 
sulfadiazine.  If  clinical  or  radio- 
graphic  improvement  does  not 
occur,  a biopsy  is  indicated. 

Conclusion 

Although  neuroimaging  studies 
cannot  pinpoint  the  etiology  of 
CNS  lesions  in  AIDS  patients,  the 
radiographic  appearance  can  help 
construct  a differential  diagnosis. 
Based  on  our  review,  radiographic 
abnormalities  in  the  CNS  of  AIDS 
patients  include  focal  lesions  dem- 
onstrating contrast  enhancement, 
diffuse  white  matter  disease  and 
cerebral  atrophy.  The  differential 
diagnosis  for  focal,  contrast-en- 
hancing lesions  must  include 
toxoplasmosis  and  primary  CNS 
lymphoma. 

Diffuse  white  matter  disease 
is  seen  in  PML  and  other  viral 
infections,  such  as  CMV  and  HIV. 
Cerebral  atrophy  is  a nonspecific 
finding,  most  commonly  associ- 
ated with  infection  of  the  CNS  by 
HIV.  Since  only  toxoplasmosis 
and  primary  CNS  lymphoma  have 
established  modes  of  therapy, 
biopsy  should  be  used  only  to 
differentiate  the  two  in  a patient 
with  multiple  lesions  who  did  not 


respond  to  empiric  treatment  with 
pyrimethamine  and  sulfadiazine. 
Clinical  studies  are  needed  to 
further  outline  the  indications  for 
biopsy  in  AIDS  patients  with  CNS 
disease.  □ 

Dr.  Kaissar  is  a radiology  resi- 
dent, Dr.  Edwards  is  associate  profes- 
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Warts:  Benign  or  malignant? 
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T, 


he  common  wart,  verruca 
vulgaris,  affects  both  children  and 
adults.  It  is  well  known  for  its 
chronicity  and  often  defies  a vari- 
ety of  treatment  modalities.  Al- 
though usually  considered  a be- 
nign reactive  process  or  infection, 
its  reputation  stems  from  its  per- 
sistence and  ability  to  be  an  an- 
noyance and  frustration  to  both 
the  patient  and  physician.  New 
evidence  to  date,  however,  sug- 
gests that  not  all  warts  are  benign, 
and  some  are  actually  associated 
with  a malignant  capability. 

We  had  the  opportunity  to 
investigate  a patient  with  what 


Figure  1: 
Periungual 
squamous  cell 
carcinoma  of  the 
right  distal 
phalanx  of  the 
index  finger  in  a 
63-year-old  white 
man. 


Abstract 

The  number  of  identifiable  types  of  human  papillomavirus  (HPV), 
based  on  deoxyribonucleic  acid  (DNA)  sequence,  has  steadily  in- 
creased in  recent  years.  Although  at  one  time  verruca  vulgaris  was 
considered  a benign  reactive  proliferation,  current  evidence  submits 
that  this  is  not  the  case;  some  types  of  HPV  are  malignant. 


appeared  to  be  a benign  recalci- 
trant finger  wart  that  turned  out 
to  be  squamous  cell  carcinoma. 

Case  report 

A 63-year-old-white  man  pre- 
sented with  a 2 x 1.3  cm 
periungual  growth  of  the  right 
index  finger.  It  was  irregular, 
hyperkeratotic,  verrucous  and 
extended  from  the  tip  of  the 
hyponychium  to  just  distal  to  the 
distal  interphalangeal  joint.  There 


was  no  evidence  of  oozing,  ulcer- 
ation or  fissuring,  and  the  nail 
plate,  although  slightly  elevated, 
was  in  place;  there  was  no  re- 
gional adenopathy  (Figure  1).  He 
described  treating  the  wart  for 
several  years,  including  with 
many  over-the-counter  products, 
with  no  improvement. 

His  past  medical  history  for 
cutaneous  skin  cancers  is  signifi- 
cant. He  had  a squamous  cell 
carcinoma  of  the  neck  in  1988  and 
of  the  right  posterior  auricular 
region  in  1979,  which  was  surgi- 
cally removed  without  complica- 
tion or  recurrence.  He  also  de- 
scribed having  had  other  warts  on 
the  right  thumb  and  left  third 
distal  interphalangeal  joint,  which 
had  resolved. 

Initially,  a 3 mm  punch  bi- 
opsy was  performed,  showing 
changes  of  squamous  cell  carci- 
noma. This  was  followed  by  a 
larger  saucer-shaped  biopsy  speci- 
men that  included  tissue  from  the 
tip  of  the  finger  to  the  junction  of 
the  distal  interphangeal  joint. 
Histopathologically,  there  were 
further  changes  of  squamous  cell 
carcinoma.  In  addition,  vacu- 
olated, koilocytotic  and  rounded 
basophilic  parakeratoic  cells  were 
noted  (Figure  2).  In  situ  hybrid- 
ization studies  later  confirmed  the 
presence  of  type  16/18  DNA 
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Figure  3A 


Figure  2:  Photomicrograph  of  squamous  cell  carci- 
noma seen  in  Figure  1.  There  are  prominent  vacu- 
olated and  rounded  basophilic  parakeratotic  cells, 
and  a proliferation  of  atypical  keratinocytes. 


papillomavirus,  focally,  especially 
within  the  vicinity  of  the  vacu- 
olated cells.  Strongly  positive 
nuclear  staining  was  present  in 
individual  and  groups  of  atypical 
keratinocytes  (Figures  3A,  3B  and 
3C). 

In  areas  of  striking  atypia, 
however,  DNA  probes  were  nega- 
tive. Testing  for  other  types  of 
papilloma  viruses,  6,  11,  31,  35 
and  51,  were  negative. 
Histopathologically,  the  end  and 
tip  of  the  finger  showed  more 


Figures  3A,  B and 
C:  Squamous  cell 
carcinoma  with 
positive  immuno- 
peroxidase  staining 
for  HPV  16/18. 
Brown  deposits, 
identifying  the 
papillomavirus,  are 
seen  within  some 
keratino-cytes  in 
the  spinous  and 
corneal  layers  of 
the  epidermis. 


Figure  3B 


Figure  3C 
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Figure  4:  Early  evolving  squamous  cell  carcinoma. 
There  are  identifiable  histologic  HPV  changes  in- 
cluding hyperkeratosis,  parakeratosis  and  promi- 
nent hypergranulocytic  vacuolated  cells,  as  well  as 
some  keratinocytic  atypia. 

Figure  5A:  Fully  evolved  squamous  cell  carcinoma. 
Marked  keratinocytic  atypia,  including  bizarre  gi- 
ant cells,  numerous  mitoses,  hyperchromatism,  and 
an  increased  number  of  keratinocytes  per  unit  area 
are  easily  seen  in  this  photomicrograph. 


Figure  5A 


typical  viral  changes  with 
hyperkeratotic,  parakeratotic  and 
hypergranulocytic  vacuolated 
cells.  In  addition,  there  were 
elongated  interpapillary  projec- 
tions, dilated  papillary  blood  ves- 
sels, as  well  as  some  keratinocytic 
atypia  (Figure  4).  Nevertheless,  as 
one  progressed  along  the  length 
of  the  specimen,  the  common  viral 
appearance  changed  to  striking 
keratinocytic  atypia  and  pleomor- 
phism,  including  numerous  atypi- 
cal mitotic  figures,  necrotic  cells, 
and  bizarre  keratinocytic  giant 
cells,  which  extended  into  the 
dermis  (Figures  5A  and  5B ). 


The  patient  was  referred  to 
the  hand  surgery  team,  who  per- 
formed disarticulation  of  the  dis- 
tal phalangeal  joint.  Surgery  and 
postoperative  course  progressed 
without  difficulty. 

In  situ  hybridization  studies 

The  skin  biopsy  was  fixed  in  10% 
(W/V)  phosphate-buffered  forma- 
lin and  routinely  processed.  In 
situ  hybridization  analysis  for 
human  papillomavirus  was  per- 
formed according  to  manufacturer 
recommendations  (Enzo  Diagnos- 
tics, Inc.;  PathoGene  R tissue  in 
situ  assay  for  human 


papillomavirus  types  6/11,  16/18 
and  31/35/51).  This  is  a 
biotinylated  DNA  probe  and  lo- 
calization employed  a 
streptavid in-biotinylated  horse- 
radish peroxidase  complex.  The 
chromagen  was  3,3- 
diaminobenzidine,  and  slides 
were  counterstained  with  hema- 
toxylin. 

Discussion 

The  human  papillomavirus  (HPV) 
is  a DNA  virus  with  various  DNA 
types,  to  date  about  60  identified.' 
3 It  is  the  knowm  etiological  agent 
in  common  warts  of  the  face. 
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trunk,  extremities  and  genitalia. 
Specifically,  types  5,  16,  18,  30,  31 
and  35  are  associated  with  atypia 
and  squamous  cell  carcinoma. 

For  example,  laryngeal  carcinoma 
is  associated  with  HPV-30-specific 
DNA;  squamous  cell  carcinoma  is 
associated  with  epidermodyspla- 
sia verruciformis,  most  commonly 
HPV-5-specific  DNA  and  HPV-8- 
specific  DNA. 

Squamous  cell  carcinoma  of 
the  genitalia  (including  bowenoid 
papulosis),  squamous  cell  carci- 
noma of  the  eyelid,  and  an  in- 
creased number  of  cases  of  squa- 
mous cell  carcinoma  of  the  finger 
have  been  reported  recently, 
mostly  associated  with  HPV-16- 
specific  DNA.4S  Currently,  HPV- 
16-specific  DNA  is  now  being 
identified  repeatedly  in  the 
keratoacanthoma  type  of  squa- 
mous cell  carcinoma  on  sun  dam- 
aged skin,9  and  sexual  transmis- 
sion has  been  suspected  and  re- 
ported.10 

In  summary,  it  is  clear  that 
some  human  papillomavirus  types 
may  act  in  a purely  benign,  al- 
though recalcitrant,  mode,  while 
others  may  evolve  into  an  aggres- 
sive squamous  cell  carcinoma. 

The  age  of  the  patient,  child  ver- 
sus adult,  or  immunosuppression 
may  be  instrumental  in  the  patho- 
genesis of  this  viral  condition. 
However,  physicians  must  know 
that  not  all  warts  are  invariably 
benign,  particularly  in  adults.  □ 

Dr.  Echt  did  this  work  while  on 
rotation  in  dermatology  with  Dr. 
Hurwitz  as  a senior  medical  student 


at  the  Indiana  University  School  of 
Medicine.  Dr.  Hurwitz  is  chief  of  the 
Section  of  Dermatology,  Department 
of  Internal  Medicine,  at  St.  Vincent 
Hospital  and  Health  Care  Center, 
Indianapolis,  and  Dr.  Davis  is  with 
the  Department  of  Pathology  at  the 
Indiana  University  Medical  Center  in 
Indianapolis. 


Correspondence  and  reprints: 
Robert  M.  Hurwitz,  M.D.,  St. 
Vincent  Professional  Building,  8402 
Harcourt  Road,  Suite  830,  Indianapo- 
lis, IN  46260. 

References 

1.  Villiers  EM:  Minireview:  Heteroge- 
neity of  the  human  papillomavirus  group. 

/ Virol,  63:4898-4903,  1989. 

2.  Lever  WF,  Gundula-Schaumburg- 
Lever:  Histopathology  of  the  Skin  Philadel- 
phia, Pa:  JB  Lippincott;  1990:411-418. 

3.  Roman  A,  Fife  K:  Human 
papillomaviruses:  Are  we  ready  to  type? 
Clin  Microbiol  Rev,  2:166-190,  1989. 

4.  Goette  DK:  Carcinoma  in  situ  in 
verruca  vulgaris.  Int  / Dermatol,  19:98-100, 
1980. 


Figure  5B:  (Higher 
power  of  Figure 
5A).  Fully  evolved 
squamous  cell  car- 
cinoma. Marked 
kera-tinocytic 
atypia,  including 
bizarre  giant  cells, 
numerous  mitoses, 
hyperchromatism, 
and  an  increased 
number  of  kera- 
tinocytes  per  unit 
area  are  easily  seen 
in  this  photomicro- 
graph. 

5.  Ostrow  RS,  Shaver  KM,  Turnquist 
S,  et  at:  Human  papillomavirus-16  DNA  in 
a cutaneous  invasive  cancer.  Arch 
Dermatol,  125:666-669,  1989. 

6.  Moy  RL,  Eliezri  YD,  Nuovo  GJ,  et 
al:  Human  papillomavirus  type  16  DNA  in 
periungual  squamous  cell  carcinomas. 

I AM  A,  261:2669-2673,  1989. 

7.  McDonnell  JM,  McDonnell  P],  Stout 
WC,  Martin  J:  Human  papillomavirus 
DNA  in  a recurrent  squamous  cell  carci- 
noma of  the  eyelid.  Arch  Ophthalmol, 
107:1631-1634,'  1989. 

8.  Cobb  MW:  Human  papillomavirus 
infection.  / Am  Acad  Dermatol,  125:1587- 
1589,  1989. 

9.  Magee  KL,  Papini  RP,  Duvic  M: 
Human  papillomavirus  associated  with 
keratoacanthoma.  Arch  Dermatol,  125:1587- 
1589,  1989. 

10.  Rudlinger  R,  Grob  R,  Yuan  YX: 
Human  papillomavirus-35-positive 
bowenoid  papulosis  of  the  anogenital  area 
and  concurrent  human  papillomavirus-35- 
positive  verruca  with  bowenoid  dysplasia 
of  the  periungual  area.  Arch  Dermatol, 
125:655-659,  1989. 

11.  Hurwitz  RM,  Egan  WT,  Murphy 
SH,  Pontius  EE,  Forster  ML:  Bowenoid 
papulosis  and  squamous  cell  carcinoma  of 
the  genitalia:  Suspected  sexual  transmis- 
sion. Cutis,  39:193-196,  1987. 


INDIANA  MEDICINE/July  1991 


479 


Death  occurring  within  one 
week  of  cardiac  transplantation: 

Findings  in  eight  patients 


Abstract 

Between  October  1982  and  July  1988,  85  patients  underwent 
orthotopic  heart  transplantation  at  Methodist  Hospital  of  Indiana.  Ex- 
cluding perioperative  deaths,  survival  rates  at  six  months,  one  year, 
two  years  and  three  years  were  94%,  80%,  74%  and  61%,  respectively. 
However,  eight  patients  (9.4%)  died  within  one  week  of  the  transplan- 
tation. Causes  of  death  included  acute  failure  of  the  right  side  of  the 
heart  in  four  patients;  compression  of  the  proximal  portions  of  the 
coronary  arteries  in  one  patient;  hyperacute  rejection  in  one  patient; 
acute  pneumonia  and  the  adult  respiratory  distress  syndrome  in  one 
patient;  and  sudden  death  of  unknown  etiology  in  one  patient. 

The  varied  causes  of  death  in  this  group  of  patients  made  it  inac- 
curate to  assume  a particular  cause  of  death  for  an  individual  pa- 
tient, based  on  the  length  of  the  postoperative  period  alone.  We 
reviewed  these  eight  deaths  in  detail  to  better  understand  and,  there- 
fore, reduce  the  risk  of  early  postoperative  death  in  future  patients. 

V J 


Robin  A.  Helmuth,  M.D. 

Randall  W.  Strate,  M.D. 

Bruce  F.  Waller,  M.D. 

Larry  H.  Stevens,  M.D. 

Harold  H.  Halbrook,  M.D. 
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The  advent  of  modern 
medicine  has  produced  a myriad 
of  technically  feasible  medical  and 
surgical  procedures,  including 
heart  transplantation. 

Cyclosporine  A has  markedly 
decreased  the  risk  of  rejecting 
transplanted  organs.1'3  However, 
both  the  perioperative  and  post- 
operative periods  are  still  fraught 
with  medical  and/or  surgical 
complications.46  Some  are  inher- 
ent risks  of  the  surgical  proce- 
dures, while  others  are  complica- 
tions of  the  immunosuppressive 
therapies.79  Although  good  long- 
term survival  figures  were 
achieved,  eight  (9.4%)  of  our  85 
transplanted  patients  died  within 
one  week  of  transplantation. 

Materials  & methods 

A retrospective  review  of  all  pa- 
tients having  undergone  heart 
transplantation  at  Methodist  Hos- 
pital of  Indiana  between  October 
1982  and  July  1988  was  conducted 
for  biographical  data.  The  pa- 
tients' medical  charts,  surgical 
pathology  reports  and  necropsy 
reports  were  examined  for  clinical. 


pathologic  and  anatomic  data. 

Results 

Of  the  85  patients  with  orthotopic 
heart  transplantation,  67  (79%) 
were  men,  and  18  (21%)  were 
women.  Survival  data  at  six 
months,  one  year,  two  years  and 
three  years  were  94%,  80%,  74% 
and  61%,  respectively  (Table  1). 
Eight  of  these  patients  died  within 
one  week  of  transplantation,  rep- 
resenting 9.4%  of  all  the  trans- 
planted patients  and  nearly  28% 
of  all  deaths  (Table  2). 

Case  1 

The  heart  of  a 41 -year-old  black 
woman  was  transplanted  because 


of  idiopathic  cardiomyopathy. 

She  suffered  immediate  failure  of 
the  right  side  of  the  donor  heart. 
Her  preoperative  pulmonary  vas- 
cular resistance  (PVR)  was  4.2 
Woods  Units  (WU).  Severe  me- 
dial hypertrophy  of  the 
intrapulmonary  arteries  was  noted 
at  necropsy. 

Case  2 

The  heart  of  this  24-year-old  white 
man  was  transplanted  because  of 
disabling  rheumatic  heart  disease. 
He  died  four  days  after  transplan- 
tation from  failure  of  the  right 
side  of  the  heart.  His  preoperative 
PVR  was  5.0  WU.  Necropsy 
showed  moderate  medial  thicken- 
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ing  of  the  walls  of  the  pulmonary 
arterioles. 

Case  3 

This  56-year-old  white  woman 
died  suddenly  one  week  after 
transplantation  while  she  was  on 
the  way  to  the  bathroom. 

Necropsy  showed  no  anatomic 
cause  of  death.  Her  preoperative 
PVR  was  2.1  WU. 

Case  4 

This  48-year-old  white  man  had 
biventricular  donor  heart  failure 
immediately  postoperatively.  He 
was  maintained  on  biventricular 
assist  devices  for  four  days.  At 
necropsy,  dissection  involving 
both  the  proximal  and  distal  ends 
of  the  aortic  anastomotic  site  was 
noted.  This  originated  at  the  site 
of  cannulation.  Multiple  observ- 
ers noted  the  presence  of  hemor- 
rhage between  the  outer  media 
and  the  adventitia  proximal  to  the 
suture  line.  This  extended  to  the 
right  and  left  main  coronary  arter- 
ies, externally  compressing  them. 
Distal  to  the  suture  line,  the  dis- 
section occurred  within  the  media. 
The  patient  had  no  history  of  hy- 
pertension or  connective  tissue 
diseases.  No  evidence  of  cystic 
medial  disease  was  seen  at 
necropsy. 

Case  5 

This  40-year-old  white  man  died 
four  days  after  transplantation. 

An  open  chest  examination  in  the 
operating  room  showed  failure  of 
the  right  side  of  the  heart.  His 
preoperative  PVR  was  1.8  WU. 

His  pulmonary  vasculature  was 
normal,  histologically.  However, 
the  thickness  of  the  donor's  right 
ventricular  free  wall  was  1.1  cm. 

Case  6 

Rheumatic  heart  disease  was  the 
reason  for  transplanting  the  heart 
of  this  47-year-old  white  man.  He 


Table  1 

Orthotopic  heart  transplantation  survival  data 

Total  Alive  (#)  Alive(%) 


Number  transplanted  

....85 

Number  with  at  least  6-mo.  followup*.... 

....64 

60  

94 

Number  with  at  least  1-yr.  followup* 

....60 

48 

80 

Number  with  at  least  2-yr.  followup* 

....43 

32 

74 

Number  with  at  least  3-yr.  followup* 

....23 

14 

61 

= excluding  perioperative  deaths 


Table  2 

Time  from  transplant  until  death 

1 week  1 wk-4  wk  4 wk-6  mo.  6 mo.-l  yr.  > 1 yr. 


Deaths 
(as  of 
10/15/88) 


Total 

29 


1 


died  within  hours  because  of  hy- 
peracute rejection.  Upon  admis- 
sion to  the  hospital  his  serum  was 
screened  for  antibodies.  He  was 
hospitalized  for  several  weeks 
because  of  cholecystitis  and 
sepsis,  in  addition  to  intractable 
congestive  heart  failure.  During 
this  time  he  received  several 
blood  transfusions.  He  also  de- 
veloped homologous  antibodies 
that  reacted  with  his  new  heart. 
The  classic  findings  of  a mottled, 
boggy,  swollen  heart  were  noted 
at  necropsy. 

Case  7 

This  45-year-old  white  man  re- 
ceived two  orthotopic  heart  trans- 
plants. The  first  was  done  be- 
cause of  endstage  idiopathic 
cardiomyopathy.  He  rejected  the 
first  heart  and  received  another 
heart  four  days  later.  However, 


he  died  that  same  day  because  of 
pneumonia,  unrecognized  until 
necropsy. 

Case  8 

This  58-year-old  white  man  died 
within  48  hours  of  transplantation 
because  of  acute  failure  of  the 
right  side  of  the  heart.  His 
preoperative  PVR  was  4 WU. 
Post-mortem  examination  of  the 
pulmonary  vessels  demonstrated 
marked  medial  hypertrophy  with 
intimal  thickening. 

Discussion 

As  seen  in  Table  1,  after  nearly  six 
years  of  experience  and  trans- 
planting 85  patients,  the  survival 
statistics  at  Methodist  Hospital  are 
good.  They  are  similar  to  those 
reported  by  other  large  centers.1-2'8 
However,  of  the  29  deaths,  eight 
(28%)  have  occurred  within  one 
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week  of  transplantation  (Table  2). 
This  represents  an  immediate 
mortality  of  9.4%.  Future  trans- 
plant recipients  would  benefit 
from  further  studies  reporting 
ways  to  eliminate  or  reduce  the 
risks  leading  to  these  early  deaths. 

Data  corresponding  to  the 
eight  patients  who  died  within 
one  week  of  cardiac  transplanta- 
tion are  summarized  in  Table  3. 
Major  findings  can  be  grouped  in 
the  following  categories:  aortic 
dissection,  acute  failure  of  the 
right  side  of  the  heart,  hyperacute 
rejection,  infections  and  sudden 
death  of  unknown  etiology. 

Aortic  dissection  has  rarely 
been  reported  as  a complication  of 
surgeries  that  use  a cardiopulmo- 
nary bypass  machine  and,  hence, 
aortic  cannulation  (verbal  commu- 
nication from  L.H.S.).  In  our  pa- 
tient, dissection  involved  both 
proximal  and  distal  ends  of  the 
aortic  anastomotic  site.  Proximal 
to  the  suture  line,  it  extended  to 


the  coronary  arteries,  externally 
compressing  them  and  causing 
fatal  myocardial  ischemia.  The 
exact  mechanism  of  the  dissection 
is  not  known,  but  a mechanical 
factor  is  most  likely. 

Failure  of  the  right  side  of  the 
heart  is  not  infrequently  a mani- 
festation of  pulmonary  hyperten- 
sion.11112  The  failure  of  the  right 
side  of  the  heart  can  be  acute, 
leading  to  death,  or  death  can 
occur  suddenly  without  evidence 
of  such  failure.1213  Overall,  the 
risk  of  sudden  death  in  patients 
with  pulmonary  hypertension  is 
increased.12 13  In  some  studies, 
most  patients  do  not  survive  be- 
yond four  years,  while  in  others, 
up  to  20%  survive  beyond  five 
years  from  time  of  diagnosis.10'12 
Histologically,  pulmonary  hyper- 
tension is  comprised  of  varying 
degrees  of  intimal  proliferation 
and  medial  thickening  of  the 
intrapulmonary  arterioles.14  An 
elevated  PVR  is  noted. 


Of  the  four  patients  with 
acute  failure  of  the  right  side  of 
the  heart,  three  with  elevated 
preoperative  PVR  also  had  signifi- 
cant medial  hypertrophy  of  the 
intrapulmonary  arterioles  and, 
presumably,  pulmonary  hyperten- 
sion. Lowering  the  limits  of  ac- 
ceptable preoperative  PVR  from 
the  current  6 to  8 Woods  Units 
may  be  necessary.3  This  might 
have  resulted  in  denial  of  trans- 
plantation in  the  three  cases 
above. 

The  other  patient  with  acute 
failure  of  the  right  side  of  the 
heart  had  a normal  preoperative 
PVR,  1.8  WU,  and  did  not  have 
histologic  evidence  of  pulmonary 
hypertension  in  his  lungs  at 
necropsy.  However,  the  free  wall 
of  the  donor  heart  right  ventricle 
was  1 cm,  suggesting  the  possibil- 
ity of  pulmonary  hypertension  in 
the  donor.  Whether  transplanting 
a heart  from  a patient  with  pul- 
monary hypertension  into  a re- 


Table  3 

Summary  of  eight  patients  dying  within 
one  week  of  heart  transplantation 


Patient 

Days 

Preop  PVR 

Condition  of  pulmonary 

# 

postop 

Cause  of  death 

(WU) 

arterioles 

1 

0 

right  heart  failure 

4.2 

medial  hypertrophy 

2 

4 

right  heart  failure 

5.0 

medial  hypertrophy 

3 

7 

sudden  cardiac  death 

2.1 

normal 

4 

4 

aortic  dissection 

1.7 

normal 

5 

4 

right  heart  failure 

(donor  right  ventri- 

1.8 

normal 

cular  hypertrophy) 

6 

0 

hyperacute  rejection 

2.6 

normal 

7 

4 

pneumonia,  ARDS’3 

< 1.0 

normal 

8 

2 

right  heart  failure 

4.0 

medial  hypertrophy 

* = Adult  respiratory  distress  syndrome 

V 
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cipient  with  a normal  PVR  carries 
the  same  risk  of  acute  failure  of 
the  right  side  of  the  heart  and/or 
sudden  death  as  transplanting  a 
heart  from  a patient  with  a nor- 
mal PVR  into  a recipient  with  an 
increased  PVR  requires  further 
study.  Only  cardiac  catheter- 
ization of  the  potential  donor 
could  determine  whether  or  not 
pulmonary  pressures  are  in- 
creased. 

Hyperacute  rejection  is  a 
rarely  described  phenomenon  in 
cardiac  transplantation,  thanks  to 
preoperative  screening.  Repeating 
screens  for  antibodies  within  10  to 
14  days  of  each  batch  of  trans- 
fused blood  products  would  be 
cumbersome  and  expensive  but 
may  prevent  transplanting  a pa- 
tient who  quickly  develops  hyper- 
acute rejection  and  dies. 

Infections  are  not  infrequent 
in  postoperative  patients  due  to  a 
variety  of  factors.  Post-transplant 
patients  also  are  susceptible  to  a 
variety  of  infections,  including 
those  due  to  bacteria,  viruses, 
fungi  and  protozoa.7  The  lungs 
are  the  organs  most  commonly 
infected.  Various  immunosup- 
pressive regimens  further  com- 
pound the  situation  as  does  devel- 
opment of  other  processes  such  as 
the  adult  respiratory  distress  syn- 
drome in  one  patient  in  this 
study. 

Sudden  death  is  often  cardiac 
in  origin.15-16  Patients  with  sudden 
cardiac  death  account  for  approxi- 
mately 20%  of  all  fatalities  in  the 
United  States.15  The  cause  is  ath- 
erosclerotic coronary  artery  dis- 
ease in  75%  of  them.1516  A multi- 
tude of  coronary  artery,  myocar- 
dial, valvular  and  conduction 
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system  abnormalities  account  for 
the  remainder.15  In  a few  patients, 
no  cardiac  nor  other  cause  for 
sudden  death  can  be  found.  This 
was  the  case  in  one  patient  in  this 
study. 

We  have  presented  eight  pa- 
tients who  died  within  one  week 
of  orthotopic  cardiac  transplanta- 
tion. Some  died  of  unforeseeable 
and  probably  unpreventable 
causes.  However,  changes  in  cur- 
rent screening  procedures  and 
guidelines  for  acceptance  into  the 
transplant  pool  may  prevent  some 
of  the  other  problems  in  the  fu- 
ture. Most  importantly,  these 
patients  demonstrate  the  great 
diversity  of  terminal  events  that 
need  to  be  considered  when 
evaluating  patients  who  have  died 
within  one  week  of  cardiac  trans- 
plantation. □ 

Drs.  Helmuth,  Strate,  Stevens 
and  Halbrook  are  with  the  Depart- 
ments of  Pathology  and  Surgery  at 
Methodist  Hospital  of  Indiana  in 
Indianapolis.  Dr.  Waller  is  with 
Nasser,  Smith  & Pinkerton  Cardiol- 
ogy in  Indianapolis. 


Correspondence  and  reprints: 
Robin  A.  Helmuth,  M.D.,  Methodist 
Hospital  of  Indiana,  Inc.,  Department 
of  Pathology,  1701  N.  Senate  Blvd., 
P.O.  Box  1367,  Indianapolis,  IN 
46206. 
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Hand  Clinic 


Posterior  interosseous 
syndrome 


Richard  S.  Idler,  M.D. 

James  W.  Strickland,  M.D. 

James  J.  Creighton  Jr.,  M.D. 
Indianapolis 

T he  posterior  interosseous 
nerve  is  the  terminal  motor 
branch  of  the  radial  nerve  supply- 
ing innervation  to  the  extensor 
muscles  of  the  forearm.  The  ana- 
tomic pathway  of  the  posterior 
interosseous  nerve  in  the  proximal 
forearm  leaves  the  nerve  suscep- 
tible to  entrapment  or  compres- 


sion at  several  sites.  Dysfunction 
of  this  nerve  results  in  loss  or 
weakness  of  thumb  and  finger 
extension.  Posterior  interosseous 
syndrome,  therefore,  represents  a 
compression  neuropathy  of  the 
posterior  interosseous  nerve,  lead- 
ing to  loss  of  thumb  and  finger 
extension.71014 

The  radial  nerve  arises  from 
the  posterior  cord  of  the  brachial 
plexus.  As  it  courses  distally,  it 
spirals  posteriorly  around  the  mid 
shaft  of  the  humerus  lying  deep  to 
the  triceps  muscles.  At  the  distal 


third  of  the  humerus,  the  nerve 
passes  anteriorly  through  the  lat- 
eral intermuscular  septum  and 
comes  to  lie  in  a plane  between 
the  brachialis  and  brachioradialis 
muscles.  As  it  crosses  the  elbow 
anteriorly,  the  radial  nerve  is 
closely  applied  to  the  capsule  of 
the  radiocapitellar  joint.  Down  to 
this  level,  the  radial  nerve  is  a 
mixed  motor  and  sensory  nerve. 
Beyond  this  point,  the  radial 
nerve  divides  into  the  dorsoradial 
sensory  branch  and  its  terminal 
motor  component,  the  posterior 
interosseous  nerve. 

The  dorsal  radial  sensory 
nerve  continues  distally  through 
the  forearm  deep  to  the 
brachioradialis  muscle.  The  pos- 
terior interosseous  nerve  passes 
beneath  the  free  edge  of  the  exten- 
sor carpi  radialis  brevis  muscle 
near  its  origin  and  enters  the  supi- 
nator muscle  through  an  aponeu- 
rotic hiatus  referred  to  as  the  Ar- 
cade of  Frohse.  Just  before  pen- 
etrating the  supinator  muscle,  the 
nerve  is  crossed  by  a leash  of  ves- 
sels arising  from  the  radial  recur- 
rent artery  (Figure  1). 

The  posterior  interosseous 
nerve  emerges  from  its  passage 
through  the  supinator  muscle  on 
the  dorsum  of  the  forearm.  It 
then  branches  rapidly  in  a pattern 
sometimes  compared  to  the  cauda 
equina  of  the  spinal  cord  to  inner- 
vate all  the  extensor  muscles  aris- 
ing from  the  lateral  epicondyle 
and  distally  from  the  extensor 
surfaces  of  the  radius  and  ulna. 
The  exceptions  to  this  are  the  ex- 
tensor carpi  radialis  brevis,  which 
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Figure  2A:  Posturing  of  hand  with  attempts  at  active  extension  in  a 
patient  with  posterior  interosseous  nerve  syndrome.  Figure  2B:  The 
position  of  normal  wrist  and  finger  extension. 


usually  is  innervated  by  a sepa- 
rate motor  branch  given  off  from 
the  radial  nerve  proximal  to  its 
passage  through  the  supinator, 
and  the  anconeus  muscle,  which 
is  innervated  by  a terminal  motor 
branch  to  the  triceps  mechanism.5,6 

The  supinator  muscle  is  sup- 
plied by  a branch  from  the  poste- 
rior interosseous  nerve  proximal 
to  the  passage  of  the  nerve 
through  its  two  muscle  bellies. 

The  brachioradialis  and  extensor 
carpi  radialis  longus  muscles  arise 
from  the  supracondylar  ridge  of 
the  humerus  and  not  the  lateral 
epicondyle.  Their  innervation  is 
derived  directly  from  the  radial 
nerve  proximal  to  the  antecubital 
fossa. 

Posterior  interosseous  nerve 
syndrome  presents  as  a weakness 
or  loss  of  finger  and  thumb  exten- 
sion. The  syndrome  may  involve 
all  digits  or  lesser  groups  of  dig- 
its. As  the  nerve  involved  is  a 
nearly  pure  motor  nerve,  pain  is 
usually  not  a presenting  symp- 
tom. In  posterior  interosseous 
nerve  syndrome,  the  extensor 
carpi  radialis  longus  and  brevis 
muscles  will  not  be  affected  and, 
therefore,  wrist  extension  remains 
intact.  Palpation  along  the  course 
of  the  radial  nerve  through  the 
radial  tunnel  may  produce  dis- 
comfort, although  this  tends  to  be 
a more  significant  finding  in  ra- 
dial tunnel  syndrome.  Radial 
tunnel  syndrome  is  characterized 
by  proximal  forearm  discomfort 
with  activities  but  no  actual  loss 
of  motor  function.  Clinical  exami- 
nation will  demonstrate  difficulty 
extending  the  thumb  at  both  the 
metacarpal  phalangeal  and  inter- 
phalangeal  joints  and  difficulty 
extending  the  fingers  at  the 
metacarpophalangeal  level  (Figure 
2).  The  patient  will  sometimes 
attempt  to  extend  the  fingers  us- 
ing a tenodesis  effect  of  wrist  flex- 
ion. Weakness  of  the  ulnar  wrist 


extensor  may  also  be  present. 
Localization  of  the  site  of  nerve 
damage  is  frequently  aided  by 
nerve  conduction  studies  and 
electromyography.  Radiographs 
of  the  elbow  are  useful  in  identi- 
fying adjacent  joint  or  osseous 
pathology.  Scanning  techniques, 
such  as  ultrasound,  computer 
assisted  tomography  or  magnetic 
resonance  imaging,  are  helpful  in 
identifying  soft  tissue  mass  le- 
sions. 

Depending  upon  the  sus- 
pected etiology  of  the  posterior 
interosseous  nerve  syndrome, 
treatment  may  be  either  conserva- 
tive therapy  or  surgery.  Potential 
sites  of  nerve  compression  in  pos- 
terior interosseous  nerve  syn- 
drome include  synovitis  involving 
the  radiocapitellar  joint,12  the  apo- 
neurotic edge  of  origin  of  the  ex- 
tensor carpi  radialis  brevis,  the 
vascular  leash  of  the  radial  recur- 
rent artery2  and  the  proximal  and 
distal  aponeurotic  hiatus  of  the 


supinator  muscle.41517  The  poste- 
rior interosseous  nerve  may  be 
compressed  in  this  area  by  mass 
lesions,  such  as  ganglions,1 
lipomas,11  enlarged  bicipital  bur- 
sas3,16 or  other  soft  tissue  tumors.13 
The  nerve  at  this  level  also  may 
be  traumatized  by  fractures  in- 
volving the  neck  of  the  radius, 
dislocations  of  the  radial  head  or 
iatrogenically  by  surgical  proce- 
dures in  this  area. 

Conservative  management  for 
posterior  interosseous  nerve  syn- 
drome is  appropriate  if  the  syn- 
drome is  acute  in  onset  and/or 
secondary  to  a closed  traumatic 
injury.  Activities  involving  the 
affected  upper  extremity  should 
be  limited  to  avoid  repetitive  fore- 
arm rotation.  If  necessary,  splint 
immobilization  may  be  required. 
The  patient  should  be  instructed 
in  a program  of  passive  range  of 
motion  to  the  affected  joints.  Dy- 
namic extension  splinting  of  the 
fingers  may  help,  although  this  is 
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usually  not  necessary  as  limited 
digital  extension  may  be  produced 
by  the  tenodesis  affect  of  wrist 
flexion.  If  clinical  recovery  is  not 
evident  within  three  months  after 
the  onset  of  the  nerve  palsy,  an 
electromyograph  should  be  ob- 
tained to  determine  whether  rein- 
nervation is  occurring.  If  this  is 
not  the  case,  then  surgical  explo- 
ration of  the  posterior 
interosseous  nerve  is  indicated. 

Surgery  should  be  performed 
in  cases  failing  conservative  man- 
agement, in  situations  where  the 
palsy  is  chronic  in  nature  or  has 
resulted  from  an  open  injury. 
Regardless  of  the  surgical  ap- 
proach used  to  expose  the  nerve, 
the  nerve  must  be  explored  from 
the  level  of  the  radiocapitellar 
joint  distally  to  the  site  beyond 
which  the  posterior  interosseous 
nerve  emerges  from  the  supinator. 
Further  distal  exposure  is  indi- 
cated in  posterior  interosseous 
nerve  syndromes  that  are  incom- 
plete. In  the  course  of  nerve  ex- 
ploration, the  vascular  leash  of  the 
radial  recurrent  artery,  the  apo- 
neurotic origin  of  the  extensor 
carpi  radialis  brevis  and  the 
fascial  hiatuses  of  the  supinator 
muscle  must  be  released.  The 
area  must  be  thoroughly  explored 
for  anomalous  anatomic  structures 
and  soft  tissue  tumors. 

The  postoperative  manage- 
ment of  patients  with  posterior 
interosseous  nerve  syndrome  is 
identical  to  that  used  for  conser- 
vative observation. 


Electrodiagnostic  evaluation  of  the 
nerve  three  months  after  surgery 
is  indicated  if  clinical  signs  of 
recovery  are  not  present. 

If  normal  muscle  function 
provided  by  innervation  of  the 
posterior  interosseous  nerve  does 
not  return,  tendon  transfers  are 
available  to  restore  digital  exten- 
sion. 

Posterior  interosseous  nerve 
syndrome  represents  an  injury  to 
the  terminal  motor  branch  of  the 
radial  nerve.  Many  potential  eti- 
ologies for  this  syndrome  exist 
and  must  be  considered  in  the 
differential  diagnosis.  Posterior 
interosseous  nerve  syndrome  is 
characterized  by  weakness  or  loss 
of  digital  extension.  Conservative 
or  surgical  management  may  be 
necessary,  depending  upon  the 
suspected  pathology.  □ 

Tins  is  another  in  a series  of 
monthly  articles  on  hand  conditions 
from  The  Indiana  Hand  Center  in 
Indianapolis. 


Correspondence  and  reprints: 
Richard  S.  Idler,  M.D.,  Indiana  Hand 
Center,  P.O.  Box  80434,  Indianapo- 
lis, IN  46280-0434. 
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Third  party  payment  problems? 

this  first  of  its  kind  video  tape  series  can  help 
train  your  staff  on  how  to  avoid  these  problems! 


Most  physicians  do  not  have 
time  to  train  their  staff  on  coding, 
correct  claims  filing,  followup  on 
claims,  checking  payment  list- 
ings, tracking  payments,  etc. 

Many  dollars  lost  annually 

Recent  studies  show  that  some 
physicians  are  losing  many  dollars 
each  year  because  of  errors  in 
filing  claims,  using  the  wrong 
CPT  and  ICD-9  codes,  and  not 
keeping  up  with  the  requirements 
of  third  party  payers. 

Whether  you  have  a veteran  or 
inexperienced  staff,  it  will  pay 
you  to  invest  in  this  new  video 
tape  series  produced  by  Associ- 
ated Medical  Networks,  Ltd. 
(Amnet).  The  series  may  be  tax 
deductible.  Check  with  your  tax 
accountant  on  this! 


Amnet  teaches  thousands  of 
physician  staffs  each  year.  And 
this  new  series  has  been  produced 
in  answer  to  demands  from  Indi- 
ana doctors  for  video  tapes  to 
help  train  their  staffs. 

The  first  two  tapes  in  the  series 
are  ready: 

#1  - "How  to  reduce  third  party 
payment  problems  and  increase 
your  revenue”  focuses  on  prac- 
tical, everyday  solutions  to  some 
of  the  most  costly  and  frustrating 
problems  experienced  by  physi- 
cians. It  provides  an  office  check- 
list and  an  action  plan  to  solve 
these  problems. 

#2  - "The  essentials  of  CPT 
coding"  identifies  coding  issues 
that  may  affect  your  office. 


It  addresses  "levels  of  service" 
issues,  starred  and  asterisk  codes, 
and  many  others  that  have  special 
meaning  to  your  practice. 

Other  tapes  in  the  series  will 
include: 

• Coding  Modifiers  - CPT 
modifiers  are  becoming  increas- 
ingly important  in  describing  the 
specifics  of  your  procedures. 

• ICD-9  Coding  - Most  claims 
are  delayed  or  rejected  because 
they  lack  a correct  ICD-9  code. 

• HCFA  1500  Claim  - This 
form  is  being  revised.  Learn  all 
about  it. 

• Medical  Terminology  - An 
important  tape  that  can  teach  your 
staff  in  a few  minutes. 

Complete  and  return  this 
order  form  today  to  get  your 
first  two  tapes! 


Get  the  first  two  tapes  now! 

These  educational  video  tapes  can  help 
you  avoid  problems  and  improve  your 
revenue!  And  may  be  tax  deductible* 

7 Check  with  your  tax  accountant) 

Name: 


Make  Check  payable  and  mail  to: 

Amnet 

Attn:  Video  Tape  Series  (J) 

P.0.  Box  681310 
Indianapolis,  IN  46268-1310 


Specialty: 
Address:  _ 
City: 


State: 


Zip: 


Telephone:  ( 


How  To  Reduce  Third  Party 
Payment  Problems  and  In- 
crease Your  Revenue  - Tape  1 

CPT  Coding -Tape  2 
Shipping  & Handling 

5%  Sales  Tax 

(Indiana  residents,  only) 

(allow  4 - 6 weeks  tor  delivery) 


Quantity 

Price 

Total 

$39.95  ea. 

$39.95  ea. 

$ 4.80  ea. 
tape 

$ 2.00  ea. 
tape 

Total 
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Optometric  prescribing 
becomes  law:  How 
did  it  happen? 


Mike  Abrams 

ISMA  Director  of  Government 
Relations/Marketing 

Optometric  prescribing  is 
now  law  in  Indiana,  despite  the 
ISMA's  diligent  efforts  to  defeat 
this  legislation  in  the  1991  Indiana 
General  Assembly.  How  diet  this 
bill  pass?  Here  is  an  account  of 
events  leading  up  to  the  passage 
of  the  bill. 

Senate  Bill  281,  which  allows 
optometrists  to  prescribe  legend 
drugs,  started  as  such  an  insignifi- 
cant bill  that  it  gained  nearly 
unanimous  approval  by  Indiana's 
senators.  Sen.  Marvin  Riegsecker 
(R-Elkhart),  a pharmacist,  decided 
to  introduce  legislation  that  would 
allow  the  pharmacy  counter  of  a 
drug  store  to  close  for  two  hours 
within  a 24-hour  period  if  certain 
conditions  are  met  (e.g.,  medicine 
cabinet  is  locked,  sign  is  posted). 

It  sounded  harmless  enough. 

Since  the  bill  concerned  health 
care  providers.  Senate  President 
Pro  Tempore  Bob  Garton  (R-Co- 
lumbus)  assigned  the  bill  to  the 
Senate  Health  and  Human  Ser- 
vices Committee,  chaired  by  Sen. 
Virginia  Blankenbaker  (R-India- 
napolis).  The  assigning  of  a bill  to 
committee  is  considered  a bill's 
first  reading.  At  this  stage,  there 
is  no  discussion  or  debate  on  the 
bill. 

Because  the  pharmacy  lunch- 
hour  language  did  not  stir  any 
significant  controversy,  the  com- 
mittee voted  "aye,"  sending  the 
bill  to  the  floor  for  second  read- 
ing. Discussion  or  debate  on  the 
original  language  of  the  bill  is  not 
held  during  second  reading  either, 
as  this  is  the  amending  stage  of 


the  process.  Amendments  can  be 
technical  or  substantive. 

SB  281  sailed  through  the 
Senate.  No  amendments  were 
offered,  and  the  bill  was  unani- 
mously approved,  sending  it  on 
its  way  to  the  House. 

Shortly  afterward,  a rumor 
began  circulating  that  language 
concerning  optometrists  was  go- 
ing to  be  introduced  into  the  bill. 
The  facts  soon  became  known. 

The  Indiana  Optometric  Associa- 
tion was  launching  an  all-out  at- 
tack on  SB  281  to  gain  language 
allowing  for  prescribing  privi- 
leges. The  group  apparently  did 
not  want  committee  scrutiny  of 
the  bill;  instead  it  planned  a sec- 
ond reading  amendment  effort. 

This  strategy  was  a good  one 
from  organized  optometry's  per- 
spective. Because  ancillary  pro- 
viders, such  as  optometrists,  have 
such  strong  grassroots  lobbying 
efforts,  they  are  often  able  to  ef- 
fectively influence  their  legislators 
through  the  volume  of  mail  and 
phone  messages. 

Because  the  bill  now  had 
passed  one  chamber,  getting  lan- 
guage added  on  second  reading 
would  leave  ISMA  virtually  only 
one  chance  to  kill  it  - in  confer- 
ence committee. 

ISMA  representatives  immedi- 
ately began  meeting  with  people 
who  would  be  players  in  the  is- 
sue. They  included  Rep.  Charlie 
Brown,  who  as  chairman  of  the 
House  Health  Committee,  to 
which  SB  281  had  been  assigned 
on  its  House  first  reading,  would 
be  able  to  exercise  some  control 
over  the  language  if  it  were  of- 
fered in  committee;  Rep.  Doug 
Kinser,  the  House  sponsor  of  the 
bill  who  would  have  some  control 


over  the  language;  and  Sen. 
Riegsecker,  the  original  author  of 
the  bill. 

Sen.  Riegsecker  did  the  ISMA  a 
favor  - he  told  lobbyists  for  the 
optometrists  that  if  they  did  not 
get  the  language  heard  in  commit- 
tee, he  would  strip  it  out  in  con- 
ference committee.  He  knew  that 
waiting  until  a bill  got  to  its  sec- 
ond chamber  and  through  com- 
mittee, then  sneaking  such  impor- 
tant language  in  on  second  read- 
ing, was  "dirty  pool."  The  task 
for  organized  optometry  as  well 
as  for  the  ISMA  was  to  turn  up 
the  grassroots  heat. 

The  optometrists  retained  two 
more  lobby  firms,  bringing  to  five 
the  number  of  lobbyists  working 
for  them. 

The  ISMA  requested  that  the 
next  meeting  of  the  House  Public 
Health  Committee  be  delayed  for 
one  week.  Rep.  Brown  granted 
the  request,  thus  giving  the  ISMA 
time  to  prepare  its  testimony  and 
convince  at  least  six  committee 
members  that  the  ISMA's  position 
was  right. 

Committee  member  Bill 
Crawford  (D-Indianapolis) 
planned  to  introduce  language 
allowing  optometrists  to  prescribe 
any  legend  drug,  except  con- 
trolled substances,  as  treatment 
for  any  condition  of  the  eye. 

Two  obstacles  would  eventu- 
ally prove  impossible  for  the 
ISMA  to  overcome: 

1.  Because  they  had  worked 
surreptitiously  early  in  the  ses- 
sion, the  optometrists  had  ob- 
tained commitments  from  several 
members  of  the  House  Public 
Health  Committee  and  the  general 
House  membership. 

2.  Legislators'  commitments 
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were  made  based  on  a specious 
argument.  Optometrists  said 
since  1935  they  had  been  legally 
prescribing  legend  drugs  exactly 
as  this  bill  would  allow.  They 
further  argued  that,  without 
provocation,  the  pharmacy  board 
promulgated  a rule  prohibiting 
pharmacists  from  accepting  pre- 
scriptions from  optometrists,  thus 
giving  rise  to  the  need  for  this 
legislation.  Their  posture  was  "a 
vote  for  optometry  is  a vote 
against  bureaucracy,"  and  who  in 
his  right  mind  favors  bureau- 
cracy? 

The  1SMA 

legislative  staff  

acted  quickly  to 
oppose  the 
optometric  pre- 
scribing language. 

It  distributed  infor- 
mational packets 
to  committee 
members  and  at- 
tempted to  con-  

vince  them  that  the 
language  was  dan- 
gerous to  public  health.  ISMA 
members  were  asked  to  call  mem- 
bers of  the  House  Public  Health 
Committee  and  ask  them  to  op- 
pose optometric  prescribing. 

Three  lobbyists  and  Ed  Langston, 
M.D.,  a former  practicing  pharma- 
cist, met  with  House  Minority 
Leader  Paul  Mannweiler,  Senate 
President  Pro  Tempore  Bob 
Garton  and  Senate  Minority 
Leader  Dennis  Neary.  House 
Speaker  Mike  Phillips  also  was 
visited. 

Despite  the  excellent  testi- 
mony of  Dr.  Langston  and  several 
ophthalmologists,  only  three 
House  Public  Health  Committee 
members  sided  with  the  ISMA  at 
the  hearing:  Doug  Kinser,  Dale 
Grubb  and  John  Ruckleshouse. 


Next  the  ISMA  began  plan- 
ning a second  reading  strategy  to 
try  and  insert  language  placing 
some  limits  on  drugs  optometrists 
could  prescribe.  We  asked  that 
the  bill  be  called  down  on  second 
reading  on  the  deadline  day  to 
give  the  ISMA  time  to  draft 
amendments  and  secure  amend- 
ment authors.  Since  the  request 
was  not  granted,  the  ISMA 
worked  the  House  floor,  believing 
the  real  chance  for  a victory  was 
in  the  Senate.  ISMA  did  not 
know  how  right  it  was:  the  bill 
passed  House  third  reading  97  to 


Despite  the  excellent  testimony 
of  Dr.  Langston  and  several  ophthalmologists, 
only  three  House  Public  Health  Committee 
members  sided  with  the  ISMA 
at  the  hearing. 


2,  with  Reps.  Ruckleshouse  and 
Grubb  holding  firm. 

The  bill  then  returned  to  the 
Senate,  where  Sen.  Riegsecker,  as 
the  bill's  author,  had  to  concur  or 
dissent  with  the  House  amend- 
ment. Two  lobbyists  approached 
Sen.  Riegsecker  immediately  after 
the  House  vote  and  asked  him  to 
dissent  from  the  House  amend- 
ment, explaining  that  the  House 
language  was  disastrous  and  the 
most  liberal  prescribing  language 
in  the  nation.  He  agreed  to  dis- 
sent, which  sent  the  bill  to  confer- 
ence committee. 

Conference  committee  mem- 
bers were  Sen.  Riegsecker,  Sen. 
Kathy  Smith,  Rep.  John  Keeler 
and  Rep.  Paul  Mannweiler.  Sens. 
Riegsecker  and  Smith  conducted 


their  own  information-gathering 
campaign.  They  visited  with  the 
deans  of  Indiana  University's 
Schools  of  Medicine  and  Optom- 
etry and  met  with  representatives 
of  the  optometric  association, 
medical  association  and  academy 
of  ophthalmology. 

The  Indiana  Academy  of  Oph- 
thalmology was  having  its  annual 
meeting  the  same  day  as  the  con- 
ference committee  meeting,  so 
many  ophthalmologists  took  time 
from  their  meeting  to  attend  the 
committee  hearing.  The  draft  that 
Sen.  Riegsecker  finally  disclosed 
was  a victory 

for  optometry, 

with  little  con- 
sideration given 
to  the  ISMA's 
suggestions.  It 
required  optom- 
etrists who 
wish  to  pre- 
scribe to  be- 

come  certified, 

required  a for- 
mulary to  be 

adopted  and  allowed  optometrists 
to  prescribe  only  off  the  formu- 
lary, which  had  a loophole  a 
Mack  truck  could  plow  through. 
The  draft  also  established  a com- 
mittee, slanted  toward  optom- 
etrists, to  develop  the  formulary 
and  the  certification  requirements. 
Prom  the  ISMA's  viewpoint,  how- 
ever, the  worst  provision  allowed 
optometrists  to  prescribe  anything 
they  wanted  until  the  formulary 
was  adopted. 

During  a recess,  nearly  30 
ophthalmologists  and  lobbyists 
lobbied  senators,  pointing  out 
weaknesses  and  suggesting  alter- 
natives. 

A bad  bill  grew  worse  when 
the  committee  reconvened.  A 
section  limiting  the  amount  that 
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optometrists  could  dispense  from 
their  offices  was  deleted.  Rep. 
Keeler  indicated  that  before  he 
could  sign  the  report,  he  wanted 
some  questions  answered  regard- 
ing the  optometric  scope  of  prac- 
tice. (All  four  conferees  must  sign 
a report  before  it  can  be  consid- 
ered by  the  House  or  the  Senate.) 
Bv  the  next  day,  Speaker  Phillips 
had  removed  Rep.  Keeler  as  a 
conferee  and  replaced  him  with 
Rep.  Charlie  Brown,  who  signed 
the  report. 

The  ISMA  then  realized  its 


only  hope  was  to  kill  the  bill  on 
the  Senate  floor  - a slim  possibil- 
ity. We  lined  up  senators  who 
agreed  to  speak  against  the  legis- 
lation. We  urged  physicians  and 
spouses  to  contact  their  legislators 
to  voice  opposition  to  the  bill. 

The  Senate  voted  38-10  to 
support  the  bill,  which  Gov.  Evan 
Bayh  eventually  signed  into  law. 
Even  if  Bayh  had  vetoed  the  bill, 
it  likely  would  have  been  overrid- 
den because  97  House  members 
and  38  Senators  supported  the 
bill. 


■drug  names 


Look-alike  and  sound-alike  drug  names 


DESIPRAMINE 

DISOPYRAMIDE 

Category: 

Antidepressant 

Antiarrhythmic 

Brand  name: 

Norpramin,  Merrell  Dow 
Pertofrane,  Rorer 

Norpace,  Searle 

Generic  name: 

Desipramine  HC1 

Disopyramide 

Adverse  reactions: 

Itching,  dry  mouth. 

Flatulence,  bloating,  rash. 

alopecia,  tachycardia 

dry  mouth  (32%-) 

Dosage  forms: 

Tablets 

Capsules 

ENALAPRIL 

ANAFRANIL 

Category: 

Antihypertensive 

Antidepressant 

Brand  name: 

Vasotec,  MSD 

Anafranil,  C1BA 

Generic  name: 

Enalapril  maleate 

Clomipramine  HC1 

Adverse  reactions: 

Headache,  diarrhea, 

Speech  blockage,  tinnitus. 

cough 

conjunctivitis 

Dosage  forms: 

Tablets,  injection 

Capsules 

The  legislative  process  is  frus- 
trating, as  the  passage  of  this  bill 
indicates.  The  rules  seem  to  allow 
almost  anything  to  happen  at  the 
last  minute,  with  the  result  often 
being  irresponsible  public  policy. 

However,  in  the  legislative 
process,  "you  live  by  the  sword 
and  you  die  by  the  sword."  Occa- 
sionally 1 louse  and  Senate  rules 
and  the  enforcement  of  those  rules 
work  in  the  ISMA's  favor.  In  the 
case  of  SB  281,  they  worked 
against  us.  □ 


Benjamin  Teplitsky,  R.  Ph. 
Brooklyn,  N.Y. 

I_/ook-alike  and  sound-alike 
drug  names  can  be  misinterpreted 
by  a nurse  reading  doctors'  orders 
or  by  a pharmacist  compounding 
physicians'  prescriptions. 

Such  misunderstandings  can 
result  in  the  administration  of  a 
drug  not  intended  by  the  pre- 
scribes Awareness  of  such  look- 
alike  and  sound-alike  drug  names 
can  reduce  potential  errors.  □ 
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Medical  Office  Management  Software  for  the  Apple  Macintosh 


Call  Today  at  2:00  p.m. 

for  Limited  Offer  on  Price  Incentive  for  the 
New  Electronic  Claim  System! 

317-579-5900 


Wabash  Medical  Resources,  Inc. 


Wabash  Medical  Resources 
8335  Allison  Pointe  Trail,  Suite  310 
Indianapolis.  IN  -*6250 
317-579-5900 


Authorized  Dealer 


^ ^ Xhe 

CX  1 11'“'  Complete  Care  for  the  Ear  8103  Clearvista  Parkway 

us"  V\ \ Indianapolis,  Indiana  46256 

T t J.  William  Wright  III,  M.D.  (317)  842-4757 

lllblllUlC  George  W.  Hicks,  M.  D.  (800)522-0734 

of  Indiana 

CAPSULE  COMMENTS 

VERTIGO 

[ What: 

A sensation  of  turning  or  spinning  in  space.  Not  just  unsteadiness.  \ 

I Why: 

Often  associated  with  inner  ear  disease,  particularly  if  associated 

with  hearing  changes  or  tinnitus.  I 

\ Diagnosis: 

Audiogram,  ENG,  ECoG,  ABR,  MRI  and  metabolic  studies  may  / 

all  be  useful.  History  is  usually  the  guiding  factor.  / 

• Otology  and 

Neurotology  • Audiology  • Vestibular  Laboratory  • Hearing  Aid  Dispensing 
• Additional  location:  5506  East  16th  Street,  Suite  12 
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Treatment 

Kete  Cockrell,  M.D. 

Plainfield,  Ind. 

Treatment  models  for 
chemical  dependency  vary  widely 
in  substance  and  duration.  The 
severity  of  the  disease  is  a cardi- 
nal consideration  when  choosing 
the  appropriate  treatment.  Other 
factors  are  anticipated  withdrawal 
syndrome,  general  medical  condi- 
tion, dual  diagnosis,  response  to 
treatment  and  family  support 
system.  Chemically  dependent 
physicians  also  have  other  unique 
factors  including  tremendous  egos 
that  accentuate  denial  and  the 
ability  to  intimidate  therapists. 
Generally,  therapists  treat  physi- 
cians as  "someone  special,"  falsely 
assuming  the  physicians  have  a 
greater  understanding  of  chemical 
dependency  than  the  therapists 
do.  The  physician's  position  in 
the  medical  community;  embar- 
rassment of  being  treated  by  ac- 
quaintances or  friends;  easy  access 
to  drugs;  and  licensure,  hospital 
staff  and  drug  enforcement  (DEA) 
agency  problems  further  compli- 
cate the  therapeutic  process. 

Physicians  have  more  formal 
education  than  90%  to  95%  of  the 
general  population.  Life-and- 
death  decisions  are  part  of  their 
daily  routine.  Their  medical 
school  conditioning  mandates 
perfectionism.  These  and  other 
characteristics  form  a fortified 
denial  network  referred  to  as  the 
M-Deity  Syndrome.  Treatment 
among  "peers"  is  necessary  or  the 
physician  will  intellectually  domi- 
nate his  fellow  patients  and  nul- 
lify the  integral  group  interaction 
process  that  is  mandatory  in  any 
successful  treatment  program.  If 
this  denial  cannot  be  broken, 
treatment  is  impossible.  The  most 
experienced  and  dedicated  thera- 
pists frequently  fail. 


f chemically  dependent 

The  M-Deity  Syndrome  is 
fortified  by  the  position  physi- 
cians assume  in  their  communi- 
ties. By  serving  on  charitable, 
hospital,  political  and  other  public 
committees,  they  occupy  positions 
of  influence.  Real  and  imagined 
authority  over  many  people,  in- 
cluding therapists  and  their  fami- 
lies, is  associated  with  these  posi- 
tions. This  authority,  real  or  oth- 
erwise, often  influences  a 
therapist's  attitude  toward  physi- 
cians. Inhibition  of  necessary 
confrontation  and  disclosure  re- 
sults and  treatment  is  ineffective. 

Further  potential  therapeutic 
inhibitions  may  exist  because 
most  addiction  therapists  have 
less  formal  training  than  physi- 
cians. A predictable  interaction 
results,  with  the  therapist  having 
a tendency  to  feel  inadequate  or 
assume  the  physician  is  more 
knowledgeable  about  the  disease 
and  treatment  of  chemical  depen- 
dency than  he  really  is.  The  dis- 
eased physician  becomes  an  im- 
mediate, self-appointed  clinical 
expert  on  the  subject  and  feels  he 
can  treat  himself  and  his  fellow 
patients  better  than  the  therapist 
or  anyone  else.  This  defocusing 
on  treatment  enables  the  physi- 
cian to  continue  denial  and  avoid 
participating  in  necessary  emo- 
tionally painful  treatment  activi- 
ties. Physicians  may  interact  in 
this  manner  in  a conventional 
treatment  program  and  complete 
the  program  with  little  or  no  im- 
provement. 

Other  inhibitions  arise  when  a 
physician  is  treated  in  a treatment 
center  located  in  his  community 
or  when  treatment  is  provided  by 
an  acquaintance.  Chemical  de- 
pendency is  still  viewed  by  many 
as  a lack  of  will  power,  a criminal 
act  or  an  amoral  act.  Chemically 
dependent  physicians  and  their 
families  who  hold  such  views 


physicians 

suffer  tremendous  shame  and 
guilt.  Dealing  with  these  feelings 
in  private  or  with  a stranger  is 
difficult  enough.  Trying  to  deal 
with  them  in  the  presence  of  staff 
who  may  be  acquaintances  or 
friends  is  much  more  difficult.  In 
this  setting,  not  only  is  therapy 
sabotaged,  but  the  physician's 
disease  progression  is  enabled. 

Another  potential  block  to  a 
physician's  recovery  is  easy  access 
to  drugs  in  the  day-to-day  prac- 
tice of  medicine.  A mainstay  in 
recovery  is  avoiding  exposure  to 
mind  or  mood  altering  substances. 
If  physicians  intend  to  re-enter 
their  professions,  they  must  ac- 
quire coping  mechanisms  to  deal 
with  this  exposure.  Guidelines  for 
prescribing,  possessing  and  ad- 
ministering drugs  must  be  devel- 
oped. Formulation  and  imple- 
mentation of  safeguards  for  han- 
dling controlled  substances  in  the 
workplace  require  networking 
with  fellow  employees.  Many 
therapists  are  not  aware  of  these 
issues  due  to  lack  of  experience 
with  physician  patients.  Institut- 
ing the  necessary  coping  mecha- 
nisms, guidelines  and  networks 
requires  specialized  professionals. 
Failure  to  be  thorough  in  these 
areas  almost  guarantees  relapse. 

Fegal  liabilities  constitute 
additional  complications  to 
therapy.  By  the  time  chemically 
dependent  physicians  are  diag- 
nosed and  enter  treatment,  many 
have  significant  legal,  DEA  or 
licensure  problems.  Knowing  the 
proper  procedures  to  follow  in 
assisting  the  physician  with  these 
problems  could  save  his  license, 
his  DEA  privileges  or  his  freedom. 
Most  therapists  who  work  in  spe- 
cialized physician  treatment  pro- 
grams realize  outside  consultation 
is  necessary.  They  work  closely 
with  representatives  of  the  state 
medical  association  physician 
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assistance  program  in  these  areas, 
offering  invaluable  services  to 
physicians  and  their  families. 
Therapists  in  conventional  treat- 
ment programs  have  little  or  no 
experience  in  these  areas  and  are 
not  aware  of  local  resources  to 
help  the  impaired  physician. 

Specialized  physician  treat- 
ment programs  staffed  by  health 
professionals  with  extensive  expe- 
rience in  treating  physicians  is 
mandatory  if  the  above  factors  are 
to  be  addressed  successfully. 

Some  treatment  facilities  advertise 
specialized  programs  that,  in  real- 
ity, do  not  have  specialized  per- 
sonnel or  professional  program 
components.  Other  treatment 
facilities  admit  physicians  and 
treat  them  with  the  general  pa- 
tient population.  Without  on-site 
inspection  by  a qualified  reviewer, 
such  programs  cannot  be  identi- 
fied. Admitting  a chemically  de- 
pendent physician  to  these  facili- 
ties invites  disaster. 

In  the  past,  chemical  depen- 
dency treatment  providers  have 
been  criticized  for  a general  lack 
of  professionalism.  Those  operat- 
ing in-patient  facilities  have  been 
accused  of  falsely  supporting  the 
efficacy  of  in-patient  treatment. 
The  same  was  said  for  those  affili- 
ated with  intensive  out-patient  or 
residential  treatment  programs. 
Realistically,  some  economically 
motivated  individuals  have  oper- 
ated facilities  with  policies  and 
procedures  designed  to  fill  pro- 
grams and  maintain  profitable 
utilization  with  little  regard  for 
diagnosis  or  treatment.  This  bias 
of  a definite  minority  of  treatment 
providers  has  overshadowed  the 
professionalism  and  dedication  of 
most  addictions  therapy  provid- 
ers. 

The  American  Society  of  Ad- 
diction Medicine  and  the  National 
Association  of  Treatment  Provid- 
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ers  have  developed  guidelines 
standardizing  admission  criteria, 
continued  stay  criteria,  staging 
disease  severity,  credentialing 
standards  and  program  standards. 
These  standards,  based  on  current 
medical  opinions  concerning  the 
diagnosis  and  treatment  of  the 
disease  of  chemical  dependency, 
establish  credibility  in  the  field. 
Adopting  these  criteria  is  gener- 
ally a prerequisite  to  reimburse- 
ment by  third-party  payers.  Con- 
sequently, economically  motivated 
treatment  centers  are  forced  to 
cease  operations  due  to  lack  of 
funding  and/or  accreditation. 

Consistent  with  recommended 
guidelines,  chemical  dependency 
treatment  centers  should  be  di- 
rectly associated  with  an  acute 
care  hospital,  including  acute  psy- 
chiatric facilities,  or  have  immedi- 
ate available  access  to  such  facili- 
ties. These  are  considered  mini- 
mal support  facilities  to  ad- 
equately address  withdrawal  syn- 
drome, associated  medical  condi- 
tions and  potential  co-existing 
psychiatric  problems.  Medical 
staff  should  include  a full  spec- 
trum of  consultants  representing 
the  major  medical  specialties.  Ini- 
tial in-patient  evaluation  is  advis- 
able for  complete  diagnostic 
work-up  and  treatment  of  with- 
drawal symptoms. 

Most  physicians  are  in  an 
advanced  stage  of  chemical  de- 
pendency by  the  time  they  are 
diagnosed;  therefore,  most  will 
require  advanced  treatment  com- 
mensurate with  the  severity  of 
their  disease.  Talbott-type  treat- 
ment programs  were  designed 
specifically  to  fulfill  treatment 
requirements  for  physicians  and 
other  health  professionals.  These 
are  internationally  known  pro- 
grams with  recovery  rates  of  85% 
at  two  years  and  78%  at  five 
years.  A minimum  of  four 


months  is  required  to  complete  a 
Talbott-type  program.  In-patient 
detoxification,  intensive  in-patient, 
intensive  out-patient  and  residen- 
tial treatment  modalities  are  used. 

Psychiatric  evaluation  is  com- 
pleted on  all  patients,  and  concur- 
rent treatment,  including  in-pa- 
tient psychiatric  facilities,  is  avail- 
able for  dually  diagnosed  indi- 
viduals. Not  all  physicians  will 
require  Talbott-type  programs; 
however,  if  a treatment  center 
cannot  provide  a Talbott-type 
treatment  program,  the  staff  will 
be  hesitant  to  recommend  treat- 
ment that  is  not  available  at  the 
center.  If  a center  is  incapable  of 
rendering  comprehensive  physi- 
cian therapy,  including  Talbott- 
type,  the  center  will  be  ineffective 
in  treating  physicians. 

The  policies  of  the  Indiana 
State  Medical  Association  Com- 
mission on  Physician  Assistance 
prohibit  treatment  of  physicians 
by  its  medical  consultant  or  any 
member  of  the  commission.  Pre- 
assessments are  made  by  the  pro- 
gram medical  consultant,  program 
coordinator  or  a commission 
member  at  no  charge  to  the  physi- 
cian or  the  physician's  family.  If 
information  obtained  in  the  pre- 
assessment indicates  possible 
chemical  dependency,  the  physi- 
cian is  referred  to  a treatment 
center  with  comprehensive  physi- 
cian therapy  potentials,  including 
a Talbott-type  program.  Anonym- 
ity is  assured  by  recommending 
out-of-state  facilities. 

The  only  thing  more  disas- 
trous than  an  untreated  chemi- 
cally dependent  physician  is  an 
inappropriately  treated  chemically 
dependent  physician.  □ 

The  author  is  medical  consultant 
to  the  1SMA  Physician  Assistance 
Program. 
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■ auxiliary  report 


Kay  Enderle 

ISMA-Auxiliary  president 

W e are  pleased  and  hon- 
ored to  start  a new  auxiliary  year. 
We  again  will  focus  on  retaining 
ISMA-Auxiliary  members  and 
recruiting  new  members  with 
exciting  and  creative  program- 
ming. 

The  ISMA-Auxiliary  will 
sponsor  many  projects  to  benefit 
the  AMA-ERF.  The  annual  Day  at 
the  Capitol  will  be  held  in  Febru- 
ary and  a guest  speaker  will  be 
added.  A breast  health  workshop 
will  be  offered  to  all  auxilians  and 


guests  at  the  ISMA  annual  con- 
vention Nov.  8 through  10. 

County  auxiliaries  will  con- 
tinue to  promote  community 
projects,  such  as  scholarships, 
food  banks,  flower  sales,  homeless 
clinics,  teen  cards,  cookbooks  and 
the  immunization  record  program, 
to  improve  health  care  locally. 

1991-92  ISMA  Auxiliary 
Executive  Board  of  Directors 

Kay  Enderle,  Vigo  County,  presi- 
dent. 

Trudy  Urgena,  Grant  County, 
president-elect. 

Sue  Greenlee,  Noble-La- 
Grange  County,  first  vice-presi- 


dent. 

Valerie  Gates,  Porter  County, 
northern  area  vice-president. 

Pat  Montgomery,  Delaware- 
Blackford  County,  central  area 
vice-president. 

Darlene  Haddawi,  Owen- 
Monroe  County,  southern  area 
vice-president. 

Joann  Wehlage,  St.  Joseph 
County,  recording  secretary. 

Patrick  Walker,  Vigo  County, 
treasurer. 

C.  Rodney  Ashley,  Grant 
County,  immediate  past  president. 

Anne  Throop,  Indianapolis, 
finance  secretary.  □ 


Shown  at  the  ISMA  Auxiliary  annual  meeting  at  the  Columbia  Club  in  Indianapolis  are,  seated,  left  to  right, 
Joann  Wehlage,  Sue  Greenlee,  Kay  Enderle,  Trudy  Urgena  and  Marilyn  Krueger  and,  standing,  from  left,  Lura 
Stone,  Rosanna  Iler  (executive  director),  Patrick  Walker,  Sue  Schneider,  Jinny  Casey,  Pamela  Pangan,  Joyce 
Noroozi,  Valerie  Gates,  C.  Rodney  Ashley  and  Ann  Wrenn. 
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■ physicians'  directory 


NASSER,  SMITH  AND 


PINKERTON  CARDIOLOGY,  INC. 


William  K.  Nasser,  M.D. 
Michael  L.  Smith,  M.D. 

Cass  A.  Pinkerton,  M.D. 
James  W.  VanTassel,  M.D. 
Dennis  K.  Dickos,  M.D. 
John  D.  Slack,  M.D. 

Charles  M.  Orr,  M.D. 

Jane  Howard,  M.D. 

James  H.  Adlam,  M.D. 

V.  Michael  Bournique,  M.D. 
Frank  J.  Green,  M.D. 

Nancy  A.  Branyas,  M.D. 
Charles  P.  Taliercio,  M.D. 
Bruce  F.  Waller,  M.D. 
Thomas  F.  Peters,  M.D. 
Azim  Saqib,  M.D. 

Lawrence  E.  Gcring,  M.D. 


providing 

Cardiology  & Cardiac  Catheterization 
Transesophageal  Echocardiography 
Doppler  & Echocardiography 
Exercise  Stress  Testing 
Coronary  Angioplasty 
Nuclear  Cardiology 
Pacemaker  Surveillance 
Holter  Monitoring 
Percutaneous  Valvuloplasty 
Electrophysiology  Testing 
Coronary  Atherectomy 
Myocardial  Biopsy 
Automatic  Implantable 
Cardioverter  Defibrillator 
Signal  Averaged  Electrocardiography 


Office:  317-871-6666 
1-800-732-1482  (Indiana) 
1-800-CHD-PTCA  (Indiana) 
1-800-CAD-PTCA  (National) 
FAX:  317-  871-6019 


Suite  400 

St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Indianapolis,  Indiana  46260 


Kokomo  Office: 
620  South  Berkley 
Kokomo,  IN  46901 
317-456-1603 
FAX:  317-457/3929 


THE  HEART  CENTER  OF  INDIANA 
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CARDIOLOGY 


Indianapolis  Cardiology  Associates,  Inc. 


Robert  E.  Edmands,  M.D.,  F.A.C.C. 
Samuel  M.  Hazlett  III,  M.D. 

Don  B.  Ziperman,  M.D.,  F.A.C.C. 
Bradley  A. Weinberg,  M.D. 


Physician  Referral  Only 


• Coronary  Angioplasty 

• Cardiac  Catheterization 

• Echocardiography 

• Color  Flow  Imaging 

• Nuclear  Cardiology 

• Stress  Testing 

• Holter  Monitoring 

• Pacemaker  Surveillance 

• Evaluation  of  Cardiac 
Risk  Factors 

• Cardiac  Rehabilitation 
Program 


1315  N.  Arlington  Avenue 
Suite  100 

Indianapolis,  Indiana  46219 
(317)  359-5301 

7250  Clearvista  Dr. 

Suite  227 

Indianapolis,  IN  46256 
(317)  841-5385 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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CARDIOLOGY 


FORT  WAYNE 

CAIOQIOGY 


Basil  C.  Genetos,  M.D.,  F.A.C.C. 
Robert  W.  Godley,  M.D.,  F.A.C.C. 
Michael  J.  Mirro,  M.D.,  F.A.C.C. 
Kevin  J.  Kelly,  M.D.,  F.A.C.C. 

Fred  Doloresco,  M.D.,  F.A.C.C. 
John  F.  Phillips,  M.D.,  F.A.C.C. 


Patrick  J.  Daley,  M.D.,  F.A.C.C. 
William  W.  Wilson,  M.D.,  F.A.C.C. 
James  J.  Heger,  M.D.,  F.A.C.C. 
Raymond  E.  Dusman,  M.D.,  F.A.C.C. 
Charles  F.  Presti,  M.D. 

Stephen  E.  Brown,  M.D. 


Practice  Limited  to  Cardiology 


(Physician  Referral  Only) 

Fort  Wayne  Cardiology,  Inc. 

P.  O.  Box  5603 
1 912  Carew  Street 
Fort  Wayne,  IN  46895-5603 
(219)482-4865 
1 -800-637-6505(lndiana) 

1-800-334-4371  (Ohio,  Michigan,  Kentucky,  Illinois,  Indiana) 
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74 

HEART 


CENTER 

o£  'posit 


is  pleased  to  announce  the  association  of 


David  A.  Belvedere,  M.D. 

& 

Mark  S.  Hazen,  M.D. 

for  the  practice  of  cardiology. 

Robert  E.  Swint,  Sr.,  M.D. 

Mark  A.  Jones,  M.D. 

David  A.  Kaminskas,  M.D. 

Gary  A.  Hambel,  M.D. 

Mary  H.  Heintz,  M.D. 

Ravi  N.  Bathina,  M.D. 

Gregory  C.  Tomlinson,  M.D 
Brian  T.  Lew,  M.D. 

Peter  C.  Hanley,  M.D. 

Christopher  Zee-Cheng,  M.D. 

Steven  W.  Orlow,  M.D. 

David  A.  Belvedere,  M.D. 

Mark  S.  Hazen,  M.D. 

The  Heart  Center  of  Fort  Wayne  (pictured)  - Opening  October,  1991 


3000  South  Wayne  Ave. 
Fort  Wayne,  IN  46807 
(219)  744-2297 

7224  Engle  Rd. 

Fort  Wayne,  IN  46804 
(219)  432-2297 

800  Broadway,  Suite  204 
Fort  Wayne,  IN  46802 
(219)  422-2558 

3217  Lake  Ave. 

Fort  Wayne,  IN  46805 
(219)  422-2297 
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CARDIOLOGY 


Indiana 

Heart 

Physicians, 

Inc 


Greenwood  Medical  Office 
1250  East  County  Line  Road 

Office  317-888-5723 

Toll  Free  (Nationwide)  800-992-2081 


Physicians 


providing 


H.  0.  Hickman,  Jr.,  M.D.,  FACC 
Thomas  M.  Mueller,  M.D.,  FACC 
J.  Douglas  Graham  III,  M.D.,  FACC 
Kathleen  H.  Flohr,  M.D.,  Ph.D.,  FACC 
Jeffrey  L.  Christie,  M.D.,  FACC 
Stephen  H.  Kliman,  M.D.,  FACC 
Thomas  C.  Passo,  M.D.,  FACC 
Emily  A.  Diltz,  M.D.,  FACC 
JohnE.  Batchelder,  M.D.,  FACC 
William  J.  Berg,  M.D. 

Mark  D.  Cohen,  M.D..  FACC 
Thomas  D.  Hughes,  D.O. 
at  Columbus 

David  J.  Hamilton,  M.D.,  FACC 
Kevin  C.  Preuss,  M.D.,  FACC 


Cardiology  and  Cardiac 
Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 
Electrophysiology 
Percutaneous  Valvuloplasty 
Nuclear  Cardiology 
Doppler  and  Echocardiography 
Stress  Echocardiography 
Exercise  Stress  Testing 
Holter  Monitoring 
ECG  Event  Monitoring 
Permanent  Pacemaker  Implantation 
Pacemaker  Surveillance 


Noninvasive  Peripheral 
Vascular  Evaluation 
Signal  Average  EKG 
Myocardial  Biopsy 


Indiana  Heart  Physicians  at  Columbus 
3154  North  National  Road,  Suite  C 

Office  812-379-2020 

Toll  Free  (Indiana)  800-331-4765 
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PLASTIC,  RECONSTRUCTIVE  & HAND  SURGERY 


One  Call,  Day  or  Night! 

Our  group  is  always  available,  365  days  a year,  day  or  night;  to  see  your  patients 
in  Indianapolis  because  there  are  times  when  your  patient  shouldn’t  have  to  wait. 

ALSO  SEEING  PATIENTS 
BY  APPOINTMENT  IN  THESE 
CENTRAL  INDIANA  CITIES: 

DOWNTOWN 
GREENCASTLE 
DANVILLE 
CRAWFORDSVILLE 
LEBANON 
KOKOMO 
BEECH  GROVE 
GREENWOOD 
MOORESVILLE 
SURGERY  CENTER 


Wally  Zollman  M.D.,  F.A.C.,  Twatchai  Yamcharern  M.D.,  Richard  S.  Troiano  M.D.,  Rank  O.  Dawson,  Jr.,  M.D. 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 


SERVING  75  CENTRAL 
INDIANA  HOSPITALS 

VISA.  MASTERCARD  ACCEPTED 
FINANCING  AVAILABLE 


ZOLLMAN  CENTER 

FOR  PLASTIC  & HAND  SURGERY 

1633  North  Capitol  Avenue.  Indianapolis,  IN  46202 


o. 


Member.  American  Society 
of  Plastic  and  Reconstructive  Surgeons 


317-924-4943 
1-800-332-3943 
FAX:  317-921-3109 
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CARDIOLOGY 


PLASTIC  SURGERY 


CARDIOLOGY  & INTERNAL 
MEDICINE,  INC. 


Prakash  N.  Joshi,  M.D.  F.A.C.C.  Subodh  S.  Gupte,  M.D.  F.A.C.C. 

Diplomate,  American  Board  Diplomate,  American  Board 
Of  Internal  Medicine  & Of  Internal  Medicine, 

Cardiovascular  Diseases  Cardiovascular  Diseases,  and 

Advanced  Achievement  in 
Internal  Medicine 

703  Chapel  Pike 
Marion,  IN  46952 
Tel:  317-664-1201 

24  Hour  Answering  Service 

Echocardiography  (2D,  M-Mode,  Doppler  With 
Color  Flow),  ECG,  Treadmill  Stress  Test,  Stress 
Echo-cardiography,  Holter  Monitoring. 


O AMERICAN  SOCIETY  OF 

PLASTIC  & RECONSTRUCTIVE 
SURGEONS,  INC. 

John  G.  Pantzer  Jr.,  M.D.,  F.A.C.S. 

Diplomate,  American  Board 
of  Plastic  Surgery 

Bradley  L.  Kudlaczyk,  M.D. 

1801  North  Senate  Blvd.,  Suite  735 
Indianapolis,  Indiana  46202 
317-929-5500 


PLASTIC  SURGERY 


MERIDIAN  FACIAL  PLASTIC  SURGERY  CENTER 
An  Ambulatory  Surgery  Center  Exclusively  for  Plastic, 
Reconstructive  and  Cosmetic  Surgery 
Licensed  by  the  Indiana  State  Board  of  Health  and  Medicare  certified 
Founded  by  Stephen  W.  Perkins,  M.D.,  F.A.C.S.,  specialist  in 
surgery  of  the  face,  eyes,  nose,  neck,  and  scalp 
170  West  106th  Street 


ABDOMINAL  SURGERY 


TED  W. 

GRISELL,  M.D. 

Providing  consultative  services 

tin ■ physic 

arts  throughout  Indiana 

ft 

r patients  with 

coni  pi  ex 

management  p ruble  ms 

5317  East  16th  Street 

317  359  8261 

Indianapolis  46218 

Phone  answered  24  hours 

DERMATOLOGY 


COLLEEN  PARKER,  M.D. 

8330  Naab  Road 
Suite  315 

Indianapolis,  Indiana  46260 

(317)879-0802 
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RADIOLOGY 


SUPERB  QUALITY  DIAGNOSTIC  RADIOLOGY 
AND  RADIATION  ONCOLOGY  SERVICES 
ARE  ONLY  A TELEPHONE  CALLAWAY... 


Our  mission  is  to  provide  caring,  high  quality,  state-of-the-art  imaging,  interventional,  and 
radiation  oncological  services  to  our  patients,  referring  clinicians,  and  institutions.  Call  us  today 
to  discuss  your  unique  requirements  or  to  refer  your  patients  for  prompt,  courteous,  cost 
effective,  and  professional  service. 


, INDIANAPOLIS COLUMBUS 


Methodist  Hospital 
1701  N.  Senate  Avenue 
Methodist  Professional  Center 
1801  North  Senate  Avenue 
(317)  929-3580 


(Radiation  oncology  only) 
Bartholomew  County  Hospital 
2400  East  Seventeenth  Street 
(812)  376-5361 


CRAWFORDSVILLE 


Methodist  Hospital  Breast  Cancer 
Screening  Program 
(317)  929-5000 


Culver  Union  Hospital 
1710  Lafayette  Road 
(317)  364-3146 


Eagle  Highlands  Radiologic  Services 
6920  Parkdale  Place 
Suite  111 
(317)  291-4411 


GREENSBURG 


Decatur  County  Memorial  Hospital 
720  North  Lincoln  Street 
(812)  663-1156 


Lakeview  Radiologic  Services 
9002  North  Meridian  Street 
Suite  110 
(317)  844-6944 


BROWNSBURG 


w — 

KOKOMO 

(Radiation  oncology  only) 
Howard  Community  Hospital 
3500  South  Lafountain  Street 

(317)  453-8189 



TERRE  HAUTE 

%OL° 


Brownsburg  Radiologic  Services 
1375  North  Green  Street 
Suite  200 
(317)  852-3222 


(Radiation  oncology  only) 
Union  Hospital 
1606  North  Seventh  Street 
(812)  238-7504 


RADIOLOGIC  SPECIALISTS  OF  INDIANA,  INC 

All  Physicians  Board  Certified. 


°/Q  L° 
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CLINICAL  & ANATOMIC  PATHOLOGY 


The 

Medical  Laboratory 

of  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-Winkler 

5940  West  Raymond  Street  • Indianapolis,  Indiana  46241 

CHEMISTRY 

Courier  Service 

MICROBIOLOGY 

PROUDLY 

24  hr.  Pathology 

HEMATOLOGY 

SERVING 

Consultation 

TOXICOLOGY 

INDIANA 

Assignment  Accepted: 
Medicare/Medicaid 

CYTOLOGY 

SINCE 

BC/BS  VIP  and  PC/USA, 

HISTOLOGY 

1947 

Preferred  Care,  Prucare 

CUSTOMER  SERVICE  / 

18  Convenient  Branch 
Locations 

CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  46241 

Phone:  317/248-2448 

"Here  Today  To  Serve  You  Tomorrow.” 

DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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PULMONARY  DISEASE 


RESPIRATORY  CONSULTANTS  OF  INDIANA 


DAVID  B.  COOK,  M.D.,  FCCP  MICHAEL  R.  NIEMEIER,  M.D.,  FCCP  ROBERT  W.  WELLER,  M.D.,  FCCP 

CHRIS  C.  NAUM,  M.D.  THOMAS  Y.  SULLIVAN,  M.D.  PATRICK  E.  WRIGHT,  M.D.,  FCCP 

JOHN  A.  WARDEN,  M.D.,  FCCP 


Pulmonary  Disease 


Critical  Care 


Hyperbaric  Medicine  Sleep  Disorders 


Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


Physicians  ABIM  certified  in 
critical  care  24  hours/day 
State-of-the-art  eighty  bed 
intensive  care  facility 


Diagnostic  assessment 
of  local  oxygen  delivery 
Treatment  of  disorders  of 
regional  02  delivery  and 
utilization 


Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N SENATE  BLVD  , SUITE  400,  INDIANAPOLIS,  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE,  SUITE  215  • INDIANAPOLIS,  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111  • TERRE  HAUTE  (812)  232-0564 
AFTER  HOURS  ANSWERING  SERVICE  (317)  926-3466  OR  1-800-772-7788 


1-800-321-LUNG  • MONDAY  - FRIDAY  8:30  A M.  - 4:30  P.M. 


ALCOHOLISM  TREATMENT 

OTOLOGY 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

Anderson  Center 

of  Saint  John  s 

MERIDIAN  OTOLOGY  LAB 

‘Complete  Audiometric  Evaluations 

‘Hearing  Aid  Evaluations  and  Dispensing 
‘Brainstem  Auditory  Evoked  Response 
‘Visual  Evoked  Response 
* Electronystagmography 

"Assistive  Listening  Devices — Demonstrations  Available 

1-800-435-9143  or  (317)  646-8383 

• Comprehensive  Alcohol  and  Drug  Treatment 

• Separate  Programs  for  Adolescents  and  Adults 

• Free  Assessment  and  Intervention 

Richard  Kurtz.  M.D.  Jack  Summerlin.  M.D. 

Marvin  R.  Kolodny,  Ph.D. 

Director  of  Audiology 

.52H<i  \.  Meridian  Street  Indianapolis.  Indiana 
Suite  B12  (317)  925-7077 

504 


INDIANA  MEDICINE/July  1991 


physicians'  directory 


INTERNAL  MEDICINE 


HEMODIALYSIS 


NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 

CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 

Thomas  Wm  Alley.  M D . FACP  Theodore  F Hegeman.  M D 

George  W Acplegate.  M D Douglas  F Johnstone  M D 

Richard  Bloch  M D Wendy  L Kindig  M D 

Charles  B Carter.  M D LeRoy  H King,  Jr  M D FACP 

William  H Dick  M D FACP  Mary  A Margohs.  M D 

Tim  E Taber.  M D 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis  46202 
Tel:  317-924-8425 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 
Indianapolis,  Indiana  46203 
317-787-3171 

By  Physician  Referral 

Clinical  Nephrology.  Hemodialysis.  Peritoneal 
Dialysis,  Renal  Transplantation,  Metabolic  Kidney 
Stone  Disease,  Hypertension,  Fluid  and  Electrolyte 
Imbalance,  Critical  Care 

For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE.  INC. 

1801  N.  Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location. 

HAND  SURGERY 

HEMATOLOGY  - ONCOLOGY 

JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders. 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Diplomate  American  Board  ol  Orthopedic  Surgery 
with  certificate  of  added  qualifications  in  surgery  of  the  hand. 

JOHN  A.  CAVINS,  M.D. 

8220  NAAB  ROAD  SUITE  105 
INDIANAPOLIS  INDIANA  46260 
TELEPHONE  (317)  876-1036 
SERVING 

INDIANAPOLIS  CARMEL  NOBLESVILLE 
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DERMATOPATHOLOGY 


DERMATOPATHOLOGY  LABORATORY 


Larry  J.  Buckel,  M.D.  Howard  R.  Gray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 


Diplomates  of  the  American  Boards 
of 

Dermatology  and  Dermatopathology 

Specializing  in 

Inflammatory  Skin  Diseases 
and 

Neoplasms  of  the  Skin 


9202  North  Meridian  Street  Approved  for  and  Accept  Indianapolis,  Ind.  46260 

Suite  215  Medicare  and  Medicaid  (317)  843-2204 

Assignment 


UPS  Mailers  and  Courier  Service  Available 


PSYCHIATRY 


NEUROLOGY 


Eugene  G.  Roach,  M.D. 

Shirley  M.  Mueller , M.D. 

Executive /Medical  Director 

General  Neurology 

Anderson  Center 

Practice  Dedicated  Toward  Problems  Associated  With 

ll/  of  Saint  John  s 

Numbness-Weakness-Dizziness  And  Pain  Including  Headache 

2210  Jock1  n Street 
Anderson.  Indiana  46016 

Testing  Available 

1-800-435-9143  or  (317)  646-8114 

3 17*871 *6000 

• Comprehensive  Psychiatric  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 

Indianapolis 

North:  St.  Vincent’s  Professional  Bldg.  #726 

• Program  for  Dual  Diagnosis 

South:  Community  South  Professional  Bldg.,  Suite  M 
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PERIPHERAL  VASCULAR  SURGERY 

VASCULAR  SURGERY,  RC. 

Austin  L.  Gardner,  M.D. 
Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 

St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  662-5367 

Vascular  “ Spencer  t.  Goodson,  M.D. 

Diagnostics 

Mobile 

I\i>n-ini'(isiiv 

~ Testing 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  573-7040 
TOLL  FREE  (800)  446-0298 

The  Vascular  Lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular  testing  services,  including 
the  new  addition  of  color  computed  sonography,  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • Herbert  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville,  Indiana  47710 
812-423-2395 
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ASTHMA  & ALLERGY 


FRANK  WU,  M.D. 

s*  DIPLOMATE, 

AMERICAN  BOARD 
W ^ OF  ALLERGY  & 

([  ^ ^ IMMUNOLOGY 

St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 
Indianapolis,  Indiana  46260 
(317)872-4213 


ASTHMA  & ALLERGY 


MARK  HOLBREICH,  M.D. 

PEDIATRIC  AND  ADULT 
ASTHMA,  ALLERGY  AND  IMMUNOLOGY 

8803  N.  Meridian  St. 

Suite  365 

Indianapolis,  Indiana 
(317)  574-0230 

o Asthma  o Adverse  Food  Reactions 

o Chronic  Cough  o Drug  Sensitivity 

o Rhinitis  o Stinging  Insect  Allergy 


COLON  & RECTAL  SURGERY 


l/r^p  1 JL|  Kendrick  Colon 

i\wnA  and  Rectal  Associates 


William  M.  Kendrick,  M.D.  William  E.  Kelley,  M.D. 

George  A.  Donnally,  M.D.  Richard  L.  Stout,  M.D. 

R.  James  Wilson,  M.D.  Paula  A.  Hall,  M.D. 

William  M.  Sobat,  M.D. 

Specialists  in  the  Diagnosis  and  Treatment  of  Colon  and  Rectal  Disease 
General  Surgery  Services  Available 

For  more  information  call:  Kendrick  Colon  & Rectal  Associates, 

Tel:  317-831-9300  or  1-800-222-7994 
Kendrick  Memorial  Hospital,  Mooresville,  Indiana 

(JCAHO  Accredited) 

Regional  Offices:  Muncie,  Kokomo  & Greensburg 
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ONCOLOGY  - HEMATOLOGY 


INDIANA  ONCOLOGY-HEMATOLOGY  CONSULTANTS 


ADULT  ONCOLOGY  HEMATOLOGY 

Laurence  H.  Bates,  M.D. 

William  H.  Bond,  M.D. 

William  M.  Dugan,  M.D. 

Redmond  P.  Hogan,  M.D. 

Gregory  W.  Smith,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY 

Deborah  S.  Provisor,  M.D. 


1828  N.  ILLINOIS 
INDIANAPOLIS 
INDIANA  46202 


PHONE:  317/927-5770 
TOLL  FREE:  1-800-ONC-HEME 
1-800-662-4363 


Located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 
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Radiation  Oncology  Services  for  Southwest  Indiana 


TERRE  HAUTE  VINCENNES 

Regional  Hospital  Good  Samaritan  Hospital 

(812)  234-7756  (812)  885-3939 


ROGER  ROBISON,  M.D.,  FA.C.P.  DAVID  BELL,  M.D.,  Ph.D.  TAE  CHUNG,  M.D. 

M.D.  Anderson,  1980  M.D.  Anderson,  1981  Chicago  Hines,  V.A.,  1976 

Certified:  Radiation  Certified:  Radiation  Certified:  Radiation 

Oncology  Oncology  Oncology 

Medical  Oncology 
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RADIATION  ONCOLOGY 


TRI-STATE  RADIATION 

ONCOLOGY 

Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 

• 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 

AL  KORBA,  M.D.;  ALY  RAZEK,  M.D. 

THOMAS  HAYES,  M.D.;  AMR  AREF,  M.D.;  SHANNON  LAMB,  M.D. 

★★★★★★ 

Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

DEVDAS  SHETH,  M.D. 

★★★★★★ 

MOISES  DOMINGO,  M.D. 

Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

MOISES  DOMINGO,  M.D. 

★★★★★★ 

MANJU  GUPTA,  M.D. 

Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

TRISTAN  BRIONES,  M.D. 

★★★★★★ 

AMR  AREF,  M.D. 

In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 
24-hour  answering  service  (812)  476-1367 
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ONCOLOGY 


Oncology  Associates 


Michael  A.  Cross.  M.D. 

Board  Certified.  Radiology  (Therapeutic) 

John  R.  Pancoast,  M.D. 

Board  Certified.  Internal  Medicine 
and  Medical  Oncology/Hematology 


Offering  comprehensive  cancer  care,  including: 

■ Cancer  Detection 

■ Chemotherapy 

■ Radiation  Therapy  (Linear  Accelerator) 

■ Biologic  Therapy 

■ Education  and  Support  Services 

■ Hospital.  Home  and  Hospice  Care 

Dearborn  Counts  Hospital  Professional  Building 
606  Wilson  Creek  Road.  Suite  130 
Lawrenccburg,  Indiana  47025 
(812)  537-191 1 


John  F.  Sacco,  M.D. 

Board  Certified.  Internal  Medicine 
and  Radiology  (Therapeutic) 


Oncology  Associates'  16  physician  members  have  additional  offices  in  Cincinnati, 
Montgomery  and  Middletown.  Ohio:  and  Crestview  Hills.  Kentucky.  The  practice 
offers  outpatient  care  and  clinics  in  1 1 hospitals  throughout  the  Tri-State  area. 


ORTHOPAEDIC  SURGERY 

JAMES  L.  KAISER,  M.D 

• ORTHOPAEDIC  SURGERY 

• FRACTURES 

• BACK  SURGERY 

• FOOT  SURGERY 

•ARTHROSCOPIC  SURGERY 

Certified  American  Board 
Of  Orthopaedic  Surgery 

5625  East  16th  Street 
Indianapolis,  IN  46218 

(317)  352-0176 

OFFICE  ANSWERS  DAY  & NIGHT 

5626  E 16 

352-0176 

82nd  & Shadeland 

352-0176 

If  No  Answer  Call 

543-6089 
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TRANSPLANTATION 

METHODIST  TRANSPLANT  CENTER 

P.0.  Box  1367 
1 701  N.  Senate  Blvd. 
Indianapolis,  Indiana  46206 

M Methodist 

H HOSpital  OF  INDIANA 

The  Difference  is  Experience 

24  - HOUR  REFERRAL 

(800)  772- 

7788 

HEART  TRANSPLANTATION 
Surgical  Director 
Harold  Halbrook,  M.D. 
Program  Cardiologist: 
Douglas  Pitts,  M.D. 

LUNG  TRANSPLANTATION 
Surgical  Director 
Harold  Halbrook,  M.D. 
Program  Pulmonologist: 
Michael  Niemeier,  M.D. 

KIDNEY  TRANSPLANTATION 
PANCREAS  TRANSPLANTATION 
Surgical  Director 
Brian  Haag,  M.D. 
Program  Nephrologist: 
Charles  Carter,  M.D. 

LIVER  TRANSPLANTATION 
Surgical  Director 
Dale  A.  Rouch,  M.D. 
Program  Gastroenterologists: 
Peds  - Susan  Maisel,  M.D. 
Adult  - Brian  G.  Sperl,  M.D. 

CORNEAL  TRANSPLANTATION 
Surgical  Director 
Stephen  Johnson,  M.D. 

TISSUE/BONE  BANK 
Surgical  Director 
David  A.  Fisher,  M.D. 

BONE  MARROW  TRANSPLANTATION 
Co-Director 
Luke  Akard,  M.D. 
Co-Director 
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ORTHOPAEDIC  SURGERY 


PERFORMANCE 


In  a high-performance  sports  car,  the  spokes  are  an  inte- 
gral PART  OF  THE  ENGINEERING.  EACH  INDIVIDUAL  SPOKE  IS 
STRONG,  VET  IT’S  THE  WAY  THEY’RE  INTERWOVEN  THAT  GIVES 
EXCEPTIONAL  STRENGTH  AND  BALANCE. 

That’s  the  way  it  is  at  Orthopaedics  Indianapolis.  Each  of 

OUR  19  PHYSICIANS  HAS  UNIQUE  INDIVIDUAL  STRENGTHS  AND  SKILLS. 
The  ability  to  draw  on  each  other’s  special  expertise 
STRENGTHENS  OUR  CAPABILITIES  AND  ENHANCES  OUR  PERFORMANCE. 
AS  THE  EXCLUSIVE  PROVIDER  OF  RAPID  AND  EXTENSIVE  ORTHO- 
PAEDIC RECONSTRUCTIVE  SURGERY  FOR  METHODIST  HOSPITAL’S 

Emergency  Medicine  and  Trauma  Center,  we  treat  over 
1,000  trauma  cases  a year  providing  us  with  experience  in 

EVERY  FACET  OF  ORTHOPAEDIC  CARE.  THAT’S  WHY  DOCTORS  FROM 
ALL  50  STATES  AND  1 1 FOREIGN  COUNTRIES  HAVE  SOUGHT  OUR 
HELP  TREATING  THEIR  MOST  COMPLEX  CASES. 


Donald  S.  Blackwell,  m.d. 

F.R.  BRUECKMANN,  M.D.,  F.A.C.S. 
Anthony  R.  Lasich,  M.D. 

WILLIAM  0.  IRVINE,  M.D. 

Joseph  C.  Randolph,  M.d. 
Donald  E Russell,  m.d. 

Mark  R.  Stevens,  M.d. 

Terry  R.  Trammell,  M.d. 

Andrew  J.  Vicar,  M.d. 

Vincent  L.  Fragomeni,  M.d. 

John  K.  Schneider,  M.d. 

Joseph  R.  Baele,  M.D. 

Sanford  S.  Kunkel,  M.d. 

David  A.  Fisher,  M.D. 

D.  KEVIN  SCHEID,  M.D. 

Michael  F.  Coscia,  M.d. 

Henry  G.  Stein,  M.D..  F.A.C.S. 
David  S.  Field,  M.D. 

Orthopaedic  Surgeons 
Robert  C.  Gregori,  M.d. 
Physical  Medicine  a Rehabilitation 

Joint  Reconstruction 
Trauma 
Fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
Hand  Surgery 
Foot  Surgery 
Arthroscopic  Surgery 
Pediatric  Orthopaedics 
adult  Orthopaedics 
Ilizarov  Limb  Lengthening 
a deformity  Correction 


ORTHOPAEDICS 

INDIANAPOLIS 


Indianapolis  • Danville 
Greencastle  • Speedway 
Zionsville 

317-923-5352 

1-800-223-3381 
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ORTHOPAEDICS  & SPORTS  MEDICINE 


Hoosier  Orthopaedics  & Sports  Medicine,  RC. 


Total  Joint  Replacement 
Athletic  Injuries  and  Sports 
Medicine 

Arthroscopic  Surgery 
Pediatric  and  Adult  Orthopaedics 
Fracture  Care/Trauma 


Reconstructive  Surgery  of  the  Foot 
and  Ankle 

Reconstructive  Surgery  of  the 
Shoulder  or  Knee 
Back  Surgery 
General  Orthopaedics 


Robert  T Clayton,  Ml). 

Robert  E.  Cravens,  M.I). 

John  F.  Garber,  M.I). 

Robert  M.  Palmer,  M.I). 

Stephen  B.  Sexson,  M.I). 

Frank  B.  Throop,  M.I). 

Thomas  F.  Trainer,  Ml). 

Office  Answers  Day  and  Might 

13450  North  Meridian  Street,  Suite  355,  Carmel,  Indiana  46032  (317)  575-2700 
8330  Naab  Road,  Suite  234,  Indianapolis,  Indiana  46260  (317)  872-3254 
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Wilbur  P.  Beeson,  M.D. 

Dr.  Beeson,  68,  a Greenfield  fam- 
ily practitioner,  died  April  22  at 
St.  Vincent  Hospital  in  Indianapo- 
lis. 

He  was  a 1951  graduate  of  the 
Indiana  University  School  of 
Medicine.  He  also  was  an  or- 
dained minister  who  served  con- 
gregations in  Greenfield,  Carmel 
and  Nettle  Creek. 

Dr.  Beeson  served  with  the 
Medical  Missionary  in  Kenya, 
Africa,  from  1954  to  1958  and 
practiced  medicine  in  Greenfield 
from  1958  to  1980.  He  had  been  a 
staff  physician  and  former  chief  of 
staff  at  St.  John  Medical  Center  in 
Anderson. 

Don  A.  Gerrish,  M.D. 

Dr.  Gerrish,  88,  a Terre  Haute 
family  practitioner,  died  May  5 at 
his  home. 

He  was  a graduate  of  the  Uni- 
versity of  Louisville  School  of 
Medicine. 

Dr.  Gerrish  was  a life  member 
of  the  Union  Hospital  staff  and  a 
member  of  the  Wabash  Valley 
Horseman's  Association  and  the 
Miniature  Horse  Association. 

Jay  M.  King,  M.D. 

Dr.  King,  68,  a Logansport  sur- 
geon, died  April  14  at  Memorial 
Hospital  in  Logansport. 

lie  was  a 1949  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a U.S.  Army  Air 
Corps  veteran  of  World  War  II. 


Dr.  King  was  a member  of  Phi 
Beta  Kappa. 

Cecil  G.  McEachern,  M.D. 

Dr.  McEachern,  78,  a retired  Fort 
Wayne  surgeon,  died  April  23  at 
St.  Joseph  Medical  Center. 

He  was  a graduate  of  the  Uni- 
versity of  Western  Ontario  Faculty 
of  Medicine  in  Canada  and  served 
as  a squadron  leader  in  the  Royal 
Canadian  Air  Force  during  World 
War  II. 

Dr.  McEachern  was  a surgeon 
in  Fort  Wayne  37  years,  retiring  in 
1984.  He  was  the  first  president 
of  the  Parkview  Memorial  Hospi- 
tal medical  staff. 

Emma  J.  Peden,  M.D. 

Dr.  Peden,  56,  an  Indianapolis 
internist,  died  April  23. 

She  was  a 1972  graduate  of 
the  Indiana  University  School  of 
Medicine. 

Dr.  Peden  had  been  in  private 
practice  since  1975  and  was  on  the 
staff  of  Community  Hospitals  in 
Indianapolis.  She  had  been  the 
medical  consultant  for  American 
States  Insurance  Co.  since  1973. 

Francis  G.  Sheehan,  M.D. 

Dr.  Sheehan,  80,  a retired  India- 
napolis emergency  medicine  phy- 
sician, died  April  29  at  University 
Heights  Convalescent  Center  in 
Indianapolis. 

He  was  a 1938  graduate  of  the 
Indiana  University  School  of 
Medicine  and  served  as  a physi- 


cian in  the  82nd  Airborne  Division 
in  World  War  II.  After  being 
wounded,  he  was  featured  in  Ernie 
Pyle's  book,  Brave  Men. 

Dr.  Sheehan  had  been  in  pri- 
vate practice  in  Irvington  and  St. 
Francis  Hospital  in  Beech  Grove. 

He  worked  in  the  Indiana  Disabil- 
ity Determination  Division  10 
years. 

Jack  E.  Shields,  M.D. 

Dr.  Shields,  78,  a Brownstown 
general  practitioner  and  surgeon, 
died  April  25  at  Heritage  House 
Nursing  Home  in  Greensburg. 

He  was  a 1936  graduate  of  the 
Indiana  University  School  of  Medi- 
cine and  a U.S.  Air  Force  veteran 
of  World  War  II. 

Dr.  Shields  had  served  as  an 
ISMA  delegate  to  the  American 
Medical  Association  and  was  a 
past  president  of  the  Indiana  Uni- 
versity Medical  School  Alumni 
Association.  He  was  a life  member 
of  the  American  Academy  of  Fam- 
ily Physicians  and  a recipient  of 
the  Sagamore  of  the  Wabash 
award. 

Byron  C.  Wheeler  Jr.,  M.D. 

Dr.  Wheeler,  61,  Indianapolis,  died 
May  25. 

He  was  a 1955  graduate  of  the 
Indiana  University  School  of  Medi- 
cine and  a Navy  veteran. 

Dr.  Wheeler  was  an  internist  in 
Greenwood  for  six  years.  He  pre- 
viously had  been  in  private  prac- 
tice 26  years  in  Terre  I laute.  □ 
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B-6  deficiency  distresses 
mother,  child 

The  inconsolable,  intense  cry  from 
a well-fed,  rested  and  dry  baby 
could  be  due  to  the  mother's  low 
intake  of  vitamin  B-6  during  preg- 
nancy or  while  nursing,  according 
to  a Purdue  University  study. 

The  study,  which  appeared  in  the 
June  issue  of  the  American  Journal 
of  Clinical  Nutrition,  found  that 
babies  of  B-6-deficient  mothers 
cried  more  often  and  for  longer 
periods  of  time. 

Any  well-balanced  diet  will 
provide  adequate  amounts  of 
vitamin  B-6,  according  to  the 
study.  Foods  containing  vitamin 
B-6  include  bananas,  liver,  her- 
ring, salmon,  walnuts,  peanuts, 
wheat  germ,  brown  rice  and  yeast. 

Fatigue  brochure  available 

The  Arthritis  Foundation  has  de- 
veloped a new  brochure,  Coping 
V\/ith  Fatigue,  that  provides  practi- 
cal tips  for  decreasing  fatigue  and 
for  managing  symptoms  of  fa- 
tigue. 

To  receive  a free  copy  of  the 
brochure,  call  the  Indiana  Chapter 
Arthritis  Information  Line,  1-800- 
783-2342,  Indiana  residents  only. 


NIH  issues  statement 

A National  Institutes  of  Health 
consensus  development  statement 
on  the  Clinical  Use  of  Botulinum 
Toxin  is  now  available. 

The  report  was  issued  by  a 
panel  of  experts  who  considered 
scientific  evidence  at  a Consensus 
Development  Conference  at  the 
NIH.  A free  copy  of  the  state- 
ment may  be  obtained  by  writing 
William  H.  Hall,  Director  of  Com- 
munications, Office  of  Medical 
Applications  of  Research,  National 
Institutes  of  Health,  Building  1, 
Room  259,  Bethesda,  MD  20892. 

NIH  to  focus  on  disorders 

The  National  Institutes  of  Health 
will  sponsor  a consensus  develop- 
ment conference  on  "The  Treat- 
ment of  Panic  Disorders"  Sept.  25 
to  27  in  the  Masur  Auditorium  at 
the  NIH  in  Bethesda,  Md. 

Topics  will  include  epidemiol- 
ogy, treatment  planning,  short- 
and  long-term  effects  of  treat- 
ments and  future  research. 

For  conference  information, 
contact  the  Conference  Registrar, 
Prospect  Associates,  1801  Rock- 
ville Pike,  Suite  500,  Rockville, 

MD  20852,  (301)  468-MEET. 


AHCPR  reports  available 

The  Agency  for  Health  Care 
Policy  and  Research  (AHCPR)  of 
the  U.S.  Department  of  Health 
and  Human  Services  has  pub- 
lished two  reports.  Salivary 
Electrostimulation  in  Sjogren's  Syn- 
drome and  Protein  A Columns  for 
Immune  Thrombocytopenia . 

The  reports  are  geared  toward 
physicians,  hospital  administra- 
tors and  private  health  insurance 
firms.  To  obtain  a free  copy  of 
either  report,  contact  the  Informa- 
tion and  Publications  Division, 
Agency  for  Health  Care  Policy 
and  Research,  Room  18-12, 
Parklawn  Building,  5600  Fishers 
Lane,  Rockville,  MD  20857,  (301) 
443-4100. 

HVO  seeks  volunteers 

Health  Volunteers  Overseas 
(HVO),  a private  organization 
committed  to  improving  health 
care  through  medical  education  in 
developing  countries,  seeks  volun- 
teer medical  personnel  for  pro- 
grams in  anesthesia,  dentistry, 
general  surgery,  oral  and  maxillo- 
facial surgery  and  orthopaedics. 
Volunteer  assignments  generally 
last  one  month.  For  details,  call 
(202)  296-0928.  O 
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Physician  Recognition  Award  recipients 

The  following  1SMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
acceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


Akin,  Daniel  P.,  New  Albany 
Erxleben,  Walter  O.,  Bluffton 
Gordon,  Mark,  Munster 
Kubley,  Rod  S.,  Plymouth 


Molstad,  Clay  L.,  Lafayette 
Pratt,  G.  Byington,  Zionsville 
Villafane,  juan,  New  Salisbury 


Dr.  John  T. 
Hinton  of  West 
College  Corner, 
Ind.,  was 
elected  to  the 
board  of  direc- 
tors of  the  Fed- 
eration of  State 
Medical 
Boards;  he  has 
been  a member  of  the  Indiana 
Medical  Licensing  Board  since 
1986. 

Dr.  Steven  R.  Smith,  director 
of  occupational  health  and  medi- 
cine for  Community  Hospitals 
Indianapolis,  was  the  keynote 
speaker  at  the  plenary  session  of 
the  12th  annual  Occupational 
Health  and  Safety  Conference 
sponsored  by  the  Indiana  State 
Chamber  of  Commerce;  he  spoke 
on  "Occupational  Health  and 
Safety  in  the  1990s  - Changes, 
Challenges  and  Choices." 

Dr.  Hans  R.  Wilbrandt  of 
Indianapolis  presented  two  papers 
at  the  meeting  of  the  American 
Society  for  Cataract  and  Refractive 
Surgery  Association;  the  papers 
were  titled  "Phacoemulsification 
with  Altered  Flow  Parameters" 
and  "Posterior  Capsular  Disten- 
sion Syndrome  in  Two  Cases  with 
Ciliary  Sulcus  Placed  IOLs." 

Dr.  Stephen  W.  Perkins  of 
Indianapolis  has  been  certified  by 
the  American  Board  of  Facial  Plas- 
tic and  Reconstructive  Surgery. 

Dr.  David  A.  Sorg,  a Fort 
Wayne  endocrinologist,  was 
elected  president  of  the  Indiana 
Affiliate  of  the  American  Diabetes 
Association.  Dr.  James  K. 

Malone  of  Indianapolis  was 
elected  president-elect. 

Dr.  Scott  Shapiro,  assistant 
professor  of  neurosurgery  at  the 
Indiana  University  School  of 
Medicine,  presented  a paper  on 
suprascapular  nerve  entrapment 
and  the  surgical  management  of 


suprascapular  nerve  entrapment 
at  the  American  Association  of 
Neurological  Surgeons  Annual 
Cushing  Meeting  in  New  Orleans; 
he  also  presented  four  other  post- 
ers on  various  topics. 

Dr.  William  R.  Nunery  of 
Indianapolis  edited  the  Ophthalmic 
Clinics  of  North  America  Edition 
released  in  April;  he  also  authored 
two  chapters. 

Dr.  Scott  A.  Hackett  of  India- 
napolis has  joined  the  Indianapo- 
lis otolaryngology  practice  of  Drs. 
Robert  W.  Stephens,  Jack  V. 
Gossett  and  Vicki  K.  Shelton. 

Dr.  Eugene  C.  Klatte,  chair- 
man of  the  radiology  department 
at  the  Indiana  University  School 
of  Medicine,  has  received  the  gold 
medal,  the  highest  honor  be- 
stowed by  the  American  Roentgen 
Ray  Society. 

Dr.  Herman  J.  Echsner  of 

Columbus  was  honored  at  a re- 
ception for  his  years  of  service  as 
director  of  emergency  field  ser- 
vices at  Bartholomew  County 
Hospital;  although  he  is  stepping 
down  from  the  position,  he  will 
continue  as  medical  director  of 
Columbus  Emergency  physicians. 

Dr.  John  Eliades,  a Muncie 
surgeon,  received  the  Silver  Bea- 
ver Award,  the  highest  recogni- 
tion a Boy  Scout  council  can  give 


a volunteer;  he  has  been  active  in 
scouting  30  years. 

Dr.  Steven  E.  Stoller,  a Rich- 
mond ophthalmologist,  attended 
the  American  Cataract  Society 
meeting  in  Boston  on  no-stitch 
self-sealing  cataract  surgery. 

Dr.  Wymond  B.  Wilson  has 
retired  after  37  years  as  a family 
practice  physician  in  Mentone  and 
the  surrounding  community. 

Dr.  Robert  J.  Warren,  a Rich- 
mond pediatrician,  has  been  ac- 
cepted as  a member  in  the  newly 
formed  Section  of  Infectious  Dis- 
eases of  the  American  Academy 
of  Pediatrics. 

Dr.  Charles  C.  Hedde,  a 
Vincennes  internist,  has  been 
named  to  the  Vincennes  Commu- 
nity School  Board. 

Dr.  Paul  E.  Schmidt,  India- 
napolis, was  elected  to  the  board 
of  directors  of  Goodwill  Industries 
of  Central  Indiana. 

Dr.  James  P.  Mauck  of 
Elkhart  was  elected  a fellow  of  the 
American  College  of  Obstetricians 
and  Gynecologists. 

Dr.  Steven  K.  Elliott,  an 
Evansville  family  physician,  was 
honored  as  1991  Volunteer  of  the 
Year  by  the  United  Way  of  South- 
western Indiana;  he  was  recog- 
nized for  his  work  at  a new  neigh- 
borhood health  clinic  for  the  poor. 


Dr.  Hinton 
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Dr.  Willard  S.  Krabill  has 

retired  as  campus  physician  at 
Goshen  College. 

Dr.  Amos  Arney,  a retired 
Michigan  City  general  practitio- 
ner, was  awarded  the  J.C.  Penney 
Golden  Rule  Award  in  recognition 
of  his  five  years  of  service  to  the 
Open  Door  Health  Clinic. 

Dr.  J.  David  Carnes,  a Hun- 
tington family  physician,  was 
elected  to  the  board  of  directors  at 
First  Federal  Savings  Bank. 

Dr.  William  R.  Penland,  an 
Evansville  ophthalmologist,  was 
elected  secretary-treasurer  of  the 
Deaconess  Hospital  medical  staff. 

Dr.  Richard  W.  Cross,  a War- 
saw obstetrician/gynecologist, 
attended  the  annual  meetings  for 
the  National  Consortium  of  Breast 
Centers  and  the  Society  for  the 
Study  of  Breast  Disease;  his  office 


was  again  chosen  as  the  liaison 
chair  for  the  consortium.  □ 

New  ISMA  members 
James  E.  Beckett,  M.D., 
Merrillville,  radiology. 

Timothy  P.  Beeson,  M.D., 
Indianapolis,  cardiovascular  dis- 
eases. 

Charles  M.  Chuman,  M.D., 
Chesterton,  neurological  surgery. 

Yolanda  A.  Dickson,  M.D., 
Munster,  family  practice. 

Edward  H.  Gillham,  M.D., 
Valparaiso,  otolaryngology. 

Viroz  Juisai,  M.D., 
Merrillville,  cardiovascular  sur- 
gery. 

Timothy  E.  King,  M.D., 
Elkhart,  anesthesiology. 

James  M.  Lindsay,  M.D., 
Bloomington,  pediatrics. 

Stephanie  Mosley,  M.D., 


Wabash,  general  surgery. 

Dhan  Raj,  M.D.,  Marion,  an- 
esthesiology. 

Madhu  Rao,  M.D.,  West 
Lafayette,  psychiatry. 

Mahendra  M.  Shah,  M.D., 
Hammond,  oncology. 

Matthew  E.  Shambaugh, 
M.D.,  Fort  Wayne,  plastic  surgery. 

Daniel  J.  Snow,  M.D., 
Scottsburg,  family  practice. 

Phillip  M.  Walker,  M.D., 
Bloomington,  emergency  medi- 
cine. 

William  H.  Ward,  M.D., 
Ellettsville,  family  practice. 

Residents 

Thomas  J.  Chowattukunnel, 

M.D.,  Indianapolis,  ophthalmol- 
ogy- 

Pamela  E.  Fadul,  M.D.,  India- 
napolis, anesthesiology.  LI 
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EMERGENCY  STAFF  POSITIONS  - 

Full-  or  part-time  positions  immedi- 
ately availaPle  with  flexible  sched- 
uling in  low-volume  (7.500  annual 
visits)  emergency  department. 
Progressive,  expanding  rural  hospi- 
tal, one  hour  east  of  Indianapolis. 
Full-time  position  reimbursement 
package  exceeds  six  figures. 
A.C.L.S.  required.  A.T.L.S.  desirable. 
Contact  D.M.  Duncan,  M.D.,  Rush 
Memorial  Hospital,  1300  N.  Main 
St.,  Rushville,  IN  46173,  (317)  932- 
4111. 

COMPLETE  COMPUTER  IMAGING 

system  for  sale.  Please  call  for 
information.  (317)  841-5420. 

FAMILY  PRACTICE,  OB-GYN  AND 
INTERNAL  MEDICINE  positions  are 
available  in  a variety  of  settings 
from  central  Ohio,  through  Michi- 
gan, Indiana,  Wisconsin  and  Illinois 
to  the  rolling  plains  of  Kansas. 

Single  or  multi-specialty  groups  or 
solo  with  call  coverage.  Attractive 
guarantees  and  benefits.  For 
more  information,  please  call  our 
toll-free  number,  1-800-243-4353,  or 
send  your  CV  to  STRELCHECK  & 
ASSOCIATES,  INC.,  10624  N.  Port 
Washington  Road,  Mequon,  Wl 
53092. 

ARE  YOU  SEEKING  A POSITION  in 

neonatology,  orthopaedics,  der- 
matology, allergy,  radiology  or 
general/vascular  surgery?  We 
have  openings  in  Ohio,  Michigan, 
Missouri,  Wisconsin  and  Nebraska. 
Attractive  guarantees  and  benefit 
packages.  Single  or  multi-specialty 
groups.  To  discuss  your  practice 
preferences  and  these  opportuni- 
ties, please  call  our  toll-free  num- 
ber, 1-800-243-4353,  or  send  your 
CV  to  STRELCHECK  & ASSOCIATES, 
10624  N.  Port  Washington  Road, 
Mequon,  Wl  53092. 

MUST  SELL  - Medical  corporation 
dissolving.  Office  lab  machine, 
Vision  System  Blood  Analyzer  by 
Abbott.  Used  only  nine  months. 
$2,000  or  best  offer.  (812)  339- 
6021. 


FAMILY  PRACTICE  OR  GP  - OB  op- 
tional. Medical  and  surgical  group 
in  north  central  Indiana.  Urban 
area  close  to  big  cities.  Salary  to 
$100,000  first  year,  malpractice 
and  health  insurance  provided. 
Paid  two  weeks'  vacation  after  six 
months.  Partnership  after  second 
year.  Incentive  bonus  in  second 
year.  Work  four  days  a week.  On 
call  every  fourth  night  and  fourth 
weekend.  Contact  A.  Das,  M.D., 
401  E.  Reynolds  Dr.,  Kokomo,  IN 
46901,  (317)  453-0802. 

PURDUE  UNIVERSITY  STUDENT  HOSPI- 
TAL is  seeking  a BC/BE  physician  to 
provide  primary  care  in  an  active 
university  health  setting  serving  a 
student  population  of  36,500. 

Health  care  and  prevention  ser- 
vices are  offered  through  outpa- 
tient and  women's  clinics,  an  1 1- 
bed  inpatient  unit,  urgent  care 
facilities,  mental  health  service, 
physical  therapy  department  and 
a progressive  health  promotion/ 
patient  education  program.  This 
full-time,  12-month  appointment 
offers  excellent  fringe  benefits, 
including  a generous  vacation/ 
holiday  package,  CME  allowance, 
malpractice  coverage,  an  out- 
standing retirement  program, 
medical  insurance  and  light  call 
schedule.  Applicants  should  have 
a strong  interest  and/or  experi- 
ence in  working  with  college  stu- 
dents, Please  call  or  send  CV  to 
James  S.  Westman,  Ph.D.,  Acting 
Director,  Purdue  University  Hospital, 
West  Lafayette,  IN  47907,  (317) 
494-1720.  An  Equal  Opportunity 
Action  Employer. 

PEOPLE’S  HEALTH  CENTER,  which  is 
a community  health  center,  is 
seeking  candidates  for  the  position 
of  executive  director.  Qualified 
applicants  will  possess  an  MBA/ 
MPH  or  MHA  and  a minimum  of 
two  years  of  experience.  Resumes 
to  Executive  Director,  Search  Com- 
mittee, People's  Health  Center, 
2340  E.  10th  St.,  Indianapolis,  IN 
46201. 


REFURBISHED  EQUIPMENT  - Pelton 
Crane  Ultraclave-recording  ther- 
mometer, warranty,  $6,200. 

Hewlett  Packard  heart  monitors, 
defibs  and  print-out.  Ohio  anes- 
thesia machines:  Forreger,  copper 
kettle  with  ethrane  and  fluothane, 
vaporizers.  Fluothane  vaporizers, 
Mark  II,  $300  each.  Ohio  vapor- 
izer, isoflurane,  $475  each.  Coulter 
counter,  CBC-4  with  hemoglobin, 
excellent  condition,  warranty.  Suc- 
tion pumps.  Electrosurgical  units. 
OR  lights.  One  electric  and  one 
hydraulic  table.  Ultrasonic  instru- 
ment cleaner,  warranty.  Call  or 
write  Bernard  Medical  Resources, 
1555  Dixie  Highway,  Covington,  KY 
(606)  581-5205. 

REDUCE  DEBT.  $10,000  toward 
payment  of  medical  school  debt 
for  suitable  family  practitioner  join- 
ing our  group.  Send  resume  for 
more  information  to  Family  Medi- 
cine, Inc.,  1020  N.  J St.,  Richmond, 
IN  47374. 

WANTED:  BC  FPs  who  are  ener- 
getic, enthusiastic,  committed  and 
skilled  for  unique  solo  or  develop- 
your-own  group  situation  in  south- 
ern Indiana/northern  Kentucky. 
Generous  guarantee  and  start-up 
assistance,  new  office  with  full 
subsidy,  excellent  support  staff, 
immediate  patient  base  and  a 
comprehensive  program  to  help 
you  relocate  and  build  your  prac- 
tice. Mail  CV  to  or  call  Dorothy 
Tarro,  The  Furst  Group,  6085 
Strathmoor  Drive,  Rockford,  IL 
61107,  1-800-383-9331. 

PRIMARY  CARE  - FP,  IM,  GS,  pedi- 
atrics. Hospital-sponsored  inde- 
pendent practices.  Progressive 
community  hospital,  58  beds  with 
24-hour  ED,  CT,  MRI,  new  ICU,  ex- 
tensive specialties  clinics,  excellent 
local  medical  staff  support.  Guar- 
anteed base  income,  malpractice 
insurance,  office  and  staff,  billing 
and  collections.  Tremendous 
growth  potential.  High-quality 
health  care  delivery.  Located  in 
historic  Rush  County,  50  minutes 
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from  Indianapolis.  Excellent 
schools,  churches,  recreation,  in- 
dustry and  community  services. 
Contact  D.  M.  Duncan,  M.D.,  Rush 
Memorial  Hospital,  1300  N.  Main 
St.,  Rushville,  IN  46173,  (317)  932- 
4111, 

FOR  SALE:  Coulter  Counter  CBC-5 
for  office  use.  Calculates  RBCs, 
WBCs,  hemoglobin,  MCV,  hemat- 
ocrit. Reconditioned  machine  still 
in  the  box,  never  used.  $1 ,000. 
Please  contact  F.L.  Meshberger, 
M.D.,  2101  Jackson  St.,  Suite  211, 
Anderson,  IN  46014,  (317)  646-8320. 

EVANSVILLE,  IND.  - For  sale  or 
lease.  Professional  office  space 
located  next  to  physicians/dentist. 
Laboratory  a few  steps  away. 
Neighboring  medical  building  be- 
ing built  to  include  lab  and  x-ray. 
Call  Dr.  Holajter,  (812)  422-4397  or 
Gene  Tyring,  (812)  428-2858. 

INTENSIVIST/PULMONARY/CRITICAL 

CARE:  Solo  internal  medicine 
practitioner  seeking  BC/BE 
pulmonologist,  critical  care  or 
intensivist  to  expand  intensive  care 
activities  with  special  interest  in 
hospital  intensive  care,  plus  consul- 
tative and  primary  care  practice 
in  Indianapolis,  Ind.  Competitive 
salary  commensurate  with  experi- 
ence, and  excellent  benefits  with 
partnership  available  after  two 
years.  Reply  Box  19165,  India- 
napolis, IN  46219. 

ALL  SPECIALTIES  - Board-certified 
physicians  with  superb  academic 
credentials  needed  for  quality 
medical-legal  case  review  and 
expert  witness  consultation.  Send 
curriculum  vitae  in  confidence  to 
E.  Allen  Griggs,  M.D.,  J.D.,  Medical 
Review  Service,  P.O.  Box  1515, 
Martinsville,  IN  46151,  phone  (317) 
342-7752. 

FOR  SALE  - Family  medical  prac- 
tice, west  central  Indiana,  near 
Indianapolis  and  a community 
hospital.  Need  one  or  two  family 
practitioners  to  purchase  practice. 
New  office  space  available.  Lib- 


hospital staff  privileges  and  wide 
range  of  consultants.  Reply  to 
Ruth  Smaldone,  3655  Beluga  Lane, 
Indianapolis,  IN  46214. 

FOR  SALE  - One  new,  unused 
Dupont  Analyst  bench-top  chemis- 
try system.  Includes  lipid  rotator, 
dilutor  and  operator's  manual. 

Call  (317)  293-7575  - daytime,  9:30 
a.m.  to  5 p.m.,  except  Wednes- 
day, or  (317)  251-5212  after  6 p.m. 

FAMILY  PRACTICE  - Hospital-spon- 
sored clinic  opportunity.  Dynamic, 
growth-oriented  hospital  in  beauti- 
ful north  central  Wisconsin  is  seek- 
ing family  physicians  to  join  a 
growing  practice  in  a new  facility. 
The  administrative  burdens  of 
medical  practice  will  be  minimized 
in  this  hospital-managed  clinic. 

The  hospital  has  committed  to  an 
income  and  benefit  package  that 
is  significantly  higher  than  similar 
opportunities.  Package  includes 
base  income,  incentive  bonus, 
malpractice,  disability,  signing 
bonus  and  student  loan  reduction/ 
forgiveness  program.  All  reloca- 
tion costs  will  be  borne  by  the 
hospital.  Please  contact  Kari 
Wangsness,  Associate,  The  Chan- 
cellor Group,  Inc.,  France  Place, 
Suite  920,  3601  Minnesota  Drive, 
Bloomington,  MN  55435,  (612)  835- 
5123. 

INTERNIST  OR  INTENSIVIST  - BC/BE. 
To  join  a busy  four-man  practice 
with  special  interest  in  hospital 
intensive  care,  plus  consultative 
and  primary  care  practice  in  the 
Indianapolis  area.  Will  otter  part- 
nership. Reply  to  Box  19616,  India- 
napolis, IN  46219. 

FAMILY  PRACTITIONERS/INTERNISTS 

- MetroHealth,  an  affiliate  of  Meth- 
odist Hospital  of  Indiana,  Inc.,  is 
seeking  board-certified/eligible 
family  practitioners  and  internists. 
Share  the  advantages  of  joining 
an  established  prepaid 
multispecialty  physician  group 
ottering  an  ideal  blend  of  practice 
and  lifestyle,  paid  professional 
liability,  competitive  compensation 
and  fringe  benefit  packages.  Our 


practice  is  located  in  Indianapolis, 
a thriving  Midwest  community 
ottering  a number  of  cultural,  edu- 
cational and  recreational  activi- 
ties. For  confidential  consider- 
ation, submit  curriculum  vitae  to 
MetroHealth  Physician  Recruit- 
ment, P.O.  Box  1367,  Indianapolis, 

IN  46206. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 
exist  in  the  state  of  Indiana.  Call 
Patti  Quiring  at  (317)  633-6444  at 
work  or  (317)  823-4746  at  home. 
Patti  is  a physician  recruiter  for 
Technical  Resource  Group,  which 
is  an  executive  search  firm  head- 
quartered in  Indianapolis. 

POSITION  AVAILABLE  with  thriving 
three-clinic  urgency  care  corpora- 
tion. Practice  heavily  emphasizing 
industrial,  sports  medicine  and 
wellness  programs.  Regular  work 
week,  no  call.  Assistant  medical 
director  available.  Salary  and 
benefits  in  six  figures.  Contact  Dr. 
Dean  Elzey,  (219)  489-2772. 

EMERGENCY  MEDICINE  - Terre 
Haute,  Ind.  Local  multi-hospital 
group  seeking  fuli-time  career- 
oriented  emergency  physician  for 
position  in  small-  and  medium- 
volume  community  hospitals.  Flex- 
ible scheduling,  very  competitive 
compensation  package,  partner- 
ships available.  Send  CV  or  con- 
tact William  R.  Grannen,  Priority 
Health  Care,  P.C.,  7179  Lamplite 
Ct.,  Cincinnati,  OH  45244,  (513) 
231-0922. 

EMERGENCY  PHYSICIANS  WANTED  - 

For  Fayette  Memorial  Hospital  in 
Connersville,  Ind.  Will  consider  all 
physicians  with  emergency  medi- 
cine experience.  15,000  visits/year. 
Fee-for-service  group  does  its  own 
billing.  Hourly  compensation 
based  on  training,  experience  and 
qualifications.  Excellent  fringe 
benefit  package  includes,  life, 
health,  disability  and  malpractice 
insurance  plus  CME  allowance, 
ACEP  and  ISMA  dues,  pension 
plan  and  potential  bonus.  Con- 
tact Michael  D.  Bishop,  M.D., 
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FACEP,  Emergency  Care  Physi- 
cians, 640  S.  Walker  St.,  Suite  A, 
Bloomington,  IN  47403,  (812)  333- 
2731. 

CENTRAL  INDIANA  - Physician- 
owned  emergency  group  accept- 
ing applications  for  full-time,  ca- 
reer-oriented emergency  physi- 
cians. Flexible  work  schedules  and 
excellent  benefit  package.  Part- 
time  and  directorship  positions  also 
available.  Send  CV  or  contact 
Midwest  Medical  Management, 
Inc.,  528  Turtle  Creek,  North  Drive, 
Suite  F-4,  Indianapolis,  IN  46227, 
(317)  783-7474.  J 


Classified  advertisements  are  published  as  a service  to  members  of  the 
Indiana  State  Medical  Association.  Only  ads  considered  to  be  of  advan- 
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cally be  set  in  regular  classified  type.  Box  numbers  are  not  available. 

Charges: 
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* Non-members 75c/word  ($30  minimum) 


Deadline:  Six  weeks  preceding  month  of  publication. 
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issued  on  the  10th  of  each  month. 

Address:  Indiana  medicine,  322  Canal  Walk,  Indianapolis,  IN  46202-3252. 


Advertisements  for  employment  containing  specifications  as  to  race,  creed, 
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and  professionally  improper.  Accordingly,  discriminatory  wording  is  not 
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ify the  wording  and  notify  the  advertiser  of  the  change. 
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Copies  of 
articles  from  this 
publication  are 
now  available  from 
UMI  Article 
Clearinghouse. 

for  more  information  about  the 
Clearinghouse,  please  fill  out  and  mail 
back  the  coupon  below. 


The  UMI  Article  Clearinghouse  offers  articles  from 
more  than  1 1 ,000  copyright-cleared  periodicals  in  a 
wide  range  of  subjects.  You  can  place  your  orders 
electronically,  as  well  as  by  phone,  mail,  and  tele- 
facsimile. For  more  information,  please  complete 
and  mail  this  coupon  to  UMI  Article  Clearinghouse, 
BOO  North  Zeeb  Road,  Box  1 1,  Ann  Arbor,  Ml  48106 
USA.  Or  call  toll-free  for  an  immediate  response: 
800-521-0600.  From  Alaska  and  Michigan  call  col- 
lect 313-761-4700.  From  Canada,  call  toll-free 
800-343-5299. 


YES!  I’d  like  to  know  more  about  UMI  Article 
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A Bell  & Howell  Company 
300  North  Zeeb  Road 
Ann  Arbor,  Ml  48106  USA 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine  s peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  troth 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  Other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
Indications:  Yocon?  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1 3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon " 1/12  gr  5 4 mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NOC 


53159-001-10. 

References: 

1.  A.  Morales  et  al. , New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188 
McMillan  December  Rev.  1/85 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 
1983. 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128: 
45-47,  1982 

Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


NDIANA  MEDICINE/July  1991 


523 


(?  A 

Are 

you  reading 
this  ad? 

So  are  thousands  of  others. 
Reach  more  than  6,000 
physicians  with  a display 
ad  in  Indiana  medicine,  the 
journal  of  the  Indiana  State 
Medical  Association. 


For  additional  information 
on  how  to  place  an  ad, 
contact  INDIANA  MEDICINE, 

322  Canal  Walk, 

Indianapolis,  IN  46202- 
3252,  (317)  261-2060  or 
1-800-969-7545. 

C - J) 


f ~ A 

Advertising  index 

AMNET 487 

Central  Pharmaceuticals 469 

The  Ear  Institute  of  Indiana 491 

Lilly,  Eli  & Co 463 

Lincoln  National  Life 475 

Medical  Protective 461 

Palisades  Pharmaceuticals 523 

Physicians'  Directory 495 

Physicians  Insurance  Co.  of  Indiana Cover 

St.  Luke's  Hospital 458 

G.D.  Searle  and  Company Cover 

U.S.  Air  Lorce 465 

University  Microfilms 523 

Van  Ausdall  + Larrar Cover 

Wabash  Medical  Resources 491 


In  accepting  advertising  for  publication,  Indiana 
medicine  has  exercised  reasonable  precaution  to 
ensure  that  only  reputable,  factual  advertise- 
ments are  included.  However,  we  do  not  have 
facilities  to  make  comprehensive  or  complete 
investigation,  and  the  claims  made  by  advertis- 
ers in  behalf  of  goods,  services,  medicinal 
preparations,  apparatus  or  physical  appliances 
are  to  be  regarded  as  those  of  the  advertisers 
only.  Neither  sanction  nor  endorsement  of 
such  is  warranted,  stated  or  implied  by  the 
association. 


Are  you  moving? 


If  so.  please  send  change  of  address  to  the  Indiana  State  Medical  Association.  Membership  Department.  322  Canal  Walk, 
Indianapolis.  IN  46202-3252,  at  least  six  weeks  before  you  move. 

Name: 

J Home 
Address:  -I  Office 


City: 

State:  _ _ _ Zip:  County: 

Office  phone: Home  phone: 

IMPORTANT  - Attach  mailing  label  from  your  last  copy  of  Indiana  medicine  here: 


524 


INDIANA  MEDICINE/July  1991 


TO  SEE  BEYOND 
THE  NEEDS  OF  TODAY... 


A FLAGSHIP  COMPANY 

150  N.  Sunnyslope  Road,  Suite  375, 
Brookfield,  WI  53005 
Phone  (800)  558-2208 
Fax  (414)782-3182 


YOU  NEED  CALYX 

Calyx  provides  powerful  software 
solutions — written  to  manage  the 
changing  regulations  facing  the  modern 
medical  practice.  Easy  to  learn. 

Easy  to  use.  Easy  to  produce  results. 

Van  Ausdall  & Farrar,  a specialist  in 
medical  practice  automation  for  over 
75  years,  has  teamed  up  with  Calyx  to 
provide  the  total  solution  to  your  prac- 
tice's needs.  For  more  information 
call  (317)  634-2913. 


VanAusdall 
+ Farrar  g 

TOTAL  OFFICE  — ’ 

AUTOMATION 

1214  North  Meridian  Street 
Indianapolis,  Indiana  46204 
Phone  (317)  634-2913 
Fax  (317)  638-1843 


A BRIGHT  IDEA 
TO  START  WITH 


SUSTAINED-RELEASE  CAPLETS 


INDIANA 

MEDICINE 


August  1991 


mmunization  status 
of  2-year-olds 
in  a prepaid 
health  care  system 


ir'n\ 


The  Doctor’s  Insurance  Company. 
In  More  Ways  Than  One. 

Physicians  Insurance  Company  of  Indiana  (PICI)  has  a 
different  approach  to  medical  professional  liability  insurance. 

Indiana  physicians  serve  on  the  Board  of  Directors, 
Underwriting  and  Claims  Committees.  PICI  works  closely 
with  the  Indiana  State  Medical  Association.  It  talks  with 
physicians.  It  listens  to  physicians.  It  understands.  It  cares. 

PICI  really  is  the  doctor’s  insurance  company,  in  more  ways 
than  one. 


PHY/icifln/  in/uRonce 
compflnY  of  inDiRfifl 

8425  Woodfield  Crossing  Boulevard,  Suite  300,  Indianapolis,  Indiana  46240 


INDIANA 

MEDICINE 

The  Journal  of  the  Indiana  State  Medical  Association 

August  1991  Vol.  84,  No.  8 


scientific  contributions 


Clinical  use  of  interleukin-2 

in  treating  cancer 534 

Treatment  of  sensorineural  hearing  loss 540 

Immunization  status  of  2-year-olds 

in  a prepaid  health  care  system 546 

The  value  of  assays  in  fricyclic 

antidepressant  therapy 550 

RADIOLOGY  CLINIC 

Man  with  progressive  lower  back  pain 554 


Cover  story  on  page  546. 

Cover  design  by  Diane  Alfonso, 
Indianapolis. 


features 

New  program  enables  physicians 

to  provide  care  to  HIV  patients 558 

The  Indiana  HIV  Early  Intervention  Program  helps  HIV-positive  people 
access  primary  health  care  and  other  medical,  laboratory,  dental 
and  supportive  services. 


■ departments 


stethoscope 527 

from  the  museum 528 

what’s  new 530 

cme  calendar 532 

drug  names 559 

the  wounded  healer 560 

auxiliary  report 562 

obituaries 586 

news  briefs 588 

people 590 

isma  leadership 592 

classifieds 594 


NDIANA  MEDICINE/August  1991 


525 


YGCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbme-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Actton:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Wamln|:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug  1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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ISMA  representatives  visit  U.S.  Several  representatives  of  the  Indiana  State  Medical  Association  trav- 

Senators  conaressmen  eled  to  Washington,  D.C.,  July  24,  to  discuss  the  Resource  Based 

Relative  Value  Scale  with  Indiana's  congressional  delegates.  Attend- 
ing from  the  ISMA  were  Michael  O.  Mellinger,  M.D.,  ISMA  presi- 
dent; C.  Dyke  Egnatz,  M.D.,  president-elect;  Rick  King,  ISMA  execu- 
tive director;  and  Mike  Abrams  and  Lou  Belch,  ISMA  lobbyists. 

They  visited  Indiana's  10  congressmen  and  two  senators. 


ISMA  files  amicus  brief  in 
Sue  Ann  Lawrance  case 

► 


ISMA  schedules  seminars  on 
addictions  throughout  state 


Although  Sue  Ann  Lawrance  has  died,  the  Indiana  Supreme  Court 
still  could  rule  in  the  case  of  the  42-year-old  brain-damaged  India- 
napolis woman.  At  the  time  of  this  writing,  the  court  had  not  an- 
nounced if  it  would  hear  the  case.  Lawrance,  who  was  in  a persis- 
tent vegetative  state  for  four  years,  died  July  18.  Three  days  earlier, 
the  Indiana  State  Medical  Association  filed  an  amicus  curiae  (friend 
of  the  court)  brief  with  the  Indiana  Supreme  Court,  supporting 
Lawrance's  parents'  decision  to  withdraw  artificial  hydration  and 
nutrition.  Since  May,  Lawrance  had  been  at  the  center  of  a legal 
battle  about  whether  artificial  feedings  to  the  brain-damaged  woman 
could  be  stopped.  The  Supreme  Court  originally  was  scheduled  to 
hear  oral  arguments  on  the  case  July  24. 

Other  groups  that  filed  briefs  supporting  the  family's  decision  to  end 
the  feedings  were  the  Society  for  the  Right  to  Die,  Indiana  Civil  Lib- 
erties Union  and  the  Universalist  Lellowship  for  Social  Justice.  The 
groups  filing  briefs  said  both  federal  and  state  law  permit  the  with- 
drawal of  life-prolonging  medical  treatment  in  cases  involving  per- 
sistent vegetative  states.  They  also  maintain  that  under  federal  and 
state  case  law  and  statutory  law,  the  parents  of  an  incompetent,  such 
as  Sue  Ann  Lawrance,  have  the  legal  authority  to  make  the  decision 
to  withdraw  life-prolonging  medical  treatment  and  other  parties 
should  not  be  allowed  to  interfere  with  that  process. 

A fund  to  help  defray  the  Lawrance  family's  legal  expenses  has  been 
established.  Contributions  payable  to  The  Bill  Lawrance  Lamily 
Lund  may  be  sent  to  Robert  H.  Bruner,  Custodian  for  the  Lawrance 
Account,  8145  Rose  Meade  Lane,  Indianapolis,  IN  46240. 


''Impairing  Diseases  in  Our  Colleagues,  Lamilies  and  Patients"  is 
sponsored  by  the  Indiana  State  Medical  Association  Commission  on 
Physician  Assistance.  Dates  and  locations  are:  Sept.  11,  Deaconess 
Hospital,  Evansville;  Oct.  23,  Memorial  Hospital,  South  Bend;  Oct. 

30,  Lloyd  Memorial  Hospital,  New  Albany;  Nov.  6,  Methodist  North 
Hospital,  Gary;  and  Nov.  20,  ISMA  headquarters,  Indianapolis. 

There  is  no  charge  for  the  seminars,  which  are  open  to  physicians, 
related  health  care  professionals  and  family  members.  Category  I 
CME  credit  will  be  given  by  the  American  Academy  of  Lamily  Phy- 
sicians. Lor  details,  call  Candace  Backer,  (317)  261-2060  or  1-800-969- 
7545.  □ 
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■ from  the  museum 


During  the  19th  century, 
physicians  had  few  effective  rem- 
edies to  offer  to  their  patients.  By 
the  Civil  War,  most  doctors  had 
abandoned  the  traditional  rem- 
edies of  bloodletting  and  purging. 
Except  for  a variety  of  tonics,  a 
doctor  was  left  with  few  treat- 
ments for  disease. 

The  public  was  not  satisfied 
with  this  therapeutic  void  and 
turned  to  nostrum  vendors  and 
medical  device  manufacturers  to 
relieve  their  many  ailments. 

These  entrepreneurs  took  advan- 
tage of  the  public's  unrelenting 
quest  for  cures  and  provided 
them  with  a plethora  of  worthless 
and  even  dangerous  over-the- 
counter  remedies  and  medical 
gadgets  touted  to  cure  everything 
from  the  common  cold  to  cancer. 
Electricity  was  one  recurring  fad 
in  medical  therapeutics. 

America's  fascination  with 
electricity  and  medicine  dates  to 
the  late  i700s.  Electrical  tropical 
fish  were  used  in  Charleston,  S.C., 
to  treat  palsied  patients.  Benjamin 
Franklin,  who  brought  electricity 
down  from  the  sky  in  the  1750s, 
helped  a doctor  use  electricity  in 
treating  a woman  with  convul- 
sions. 

The  first  quackery  device  in- 
troduced in  America  was  Elisha 
Perkins'  metallic  tractors.  Perkins 
believed  that  when  these  two 
small  metallic  rods  were  rubbed 
over  the  surface  of  the  skin  they 
would  draw  off  "noxious  electri- 
cal fluids."  Many  people,  from 
the  common  man  to  physicians 
and  lawyers,  extolled  the  virtues 
of  these  devices.  Perkins'  tractors 
unlocked  the  imagination  of  the 
American  public  - perhaps  elec- 
tricity held  the  key  to  health. 

After  the  Civil  War,  interest  in 
medical  electricity  soared  as  scien- 
tists began  exploring  the  myster- 
ies of  electricity.  Many  believed 


that  the  human  body  was  electri- 
cal or  magnetic  in  nature.  By  the 
late  19th  century,  many  doctors 
even  asserted  that  the  loss  of  bal- 
ance of  electricity  within  the  body 
was  responsible  for  disease.  The 
brain  furnished  electricity  to  the 
rest  of  the  body;  the  nerves  car- 
ried the  electro-nervous  fluids  or 
electricity.  Books  such  as  The 
Electric  Physician  (1875)  and  A 
Manual  For  Magnetizing  (1845) 
became  popular. 

The  interest  in  electricity 
spurred  many  manufacturers  to 
develop  medical  electrical  kits  or 
magneto-electric  machines  that 
provided  a mild  electric  current 
designed  to  cure  almost  every 
disease  known  to  mankind.  These 
devices  consisted  of  a small  wet 
or  galvanic  cell  that  when  acti- 
vated (by  turning  a crank)  would 
give  the  patient  a mild  electric 
current.  The  Indiana  Medical 
Elistory  Museum  has  a wide  vari- 
ety of  electrical  gadgetry  used  to 
cure  disease.  A recent  addition  to 
the  collection  is  the  Davis  and 


Davis  and  Kidder's  magneto-electric 


Kidder  Magneto-Electric  Machine, 
patented  in  1854.  The  device  was 
used  to  cure  "nervous  diseases." 

Professor  Benjamin  Silliman,  a 
noted  geologist,  wrote  about  the 
device:  "For  neatness,  compact- 
ness and  facility  and  energy  of 
operation,  it  is  far  superior  to  any 
instrument  of  the  kind  which  I 
have  seen.  For  medical  applica- 
tion, it  possesses  very  decided 
advantages." 

Other  electrical  devices 
flooded  the  market,  including 
electric  socks,  electric  hairbrushes 
and  combs,  electric  necklaces  and 
electric  extracts  and  fluids.  The 
fascination  with  medical  electric- 
ity continued  well  into  the  20th 
century.  The  1938  Food,  Drug 
and  Cosmetic  Act  limited  the 
claims  that  manufacturers  of 
medical  devices  could  make, 
which  in  turn,  limited  the  produc- 
tion of  medical  quackery  devices.  O 

The  Indiana  Medical  History 
Museum  is  located  at  3045  W.  Ver- 
mont St.  in  Indianapolis. 


machine  patented  in  1854. 
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Indiana  Bell  has  the  communications  cure 
for  Community  Hospitals  Indianapolis. 


current  and  future  communications  needs  of  the 
hospitals  would  be  met. 

And,  Digital  Centrex  enables  Community  Hospitals 
to  control  costs,  as  they  receive  service  at  the  lowest 
possible  cost  on  a long-term  basis.  Yet,  the  network 
retains  the  flexibility  to  grow  as  needs  change,  so 
Community  Hospitals  can  provide  patients  and 
physicians  with  not  only  the  latest  advances  in 
medicine,  but  in  communications,  as  well. 

For  more  information  on  network  solutions 
from  Indiana  Bell,  including  our  new  Ameritech 
Centrex  Family  of  Products  brochure, 
call  556-3081.  ‘ 


@ Indiana  Bell 


As  a major  health  care  center  with  45  locations, 
three  large  hospitals,  3,500  phones,  more  than  a 
dozen  computer  systems,  1,000  terminals  and  53 
software  applications,  Community  Hospitals  Indian- 
apolis has  wide-ranging  communications  needs. 

So  when  Community  Hospitals  outgrew  its  old 
PBX  system,  Indiana  Bell  had  the  cure— an  inte- 
grated network  solution  featuring  Ameritech® 

Digital  Centrex.  Community  chose  the  integrated 
information  network  from  Indiana  Bell  based  on 
its  speed,  reliability  and  data/voice  capabilities, 
plus  it  offers  diverse  routing,  ensuring  that  the 


©1991,  Indiana  Bell 
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■ what's  new 


Lea  & Febiger  has  released 
two  new  publications  titled  Atlas 
of  Synovial  Fluid  Analysis  and  Crys- 
tal Identification  and  Tinnitus:  Di- 
agnosis/Treatment. The  Atlas  of 
Synovial  Fluid  Analysis  and  Crystal 
Identification  is  a 264-page  guide 
that  contains  chapters  on  fresh 
synovial  fluid  preparations,  crys- 
tal analysis,  artifacts  and  the  full 
spectrum  of  techniques.  Tinnitus: 
Diagnosis/Treatment  is  a 586-page 
book  providing  a rationale  for  the 
diagnosis  and  treatment  of  subjec- 
tive idiopathic  tinnitus,  based  on  a 
multi-disciplinary  approach  that 
unites  the  fields  of  otolaryn- 
gology, otology,  audiology,  psy- 
chology and  neurology. 

To  order  either  book  on  a 30- 
day  approval,  call  1-800-638-0672. 

Wampole  Laboratories  has 

developed  a revised  Reading 
Guide/Procedural  Chart  for  use 
with  its  ONE-STEP  hCG  preg- 
nancy test.  The  chart  serves  as  a 
reference  guide  that  depicts  posi- 
tive and  negative  reactions.  It  is 
available  in  all  four  kit  sizes. 

Eastman  Kodak's  Clinical 
Products  Division  has  introduced 
a centrifuge  that  uses  a new  de- 
sign to  separate  blood  samples. 
The  Kodak  Ektachem  microcen- 
trifuge renders  all  blood  samples 
ready  for  testing  in  30  seconds. 

The  unit  spins  up  to  eight  samples 
at  a time  and  comes  with  a one- 
year  warranty. 


Clark  Boardman  Co.  has  pub- 
lished Health  Care  Fraud  and  Abuse: 
A Guide  to  Federal  Sanctions  to  help 
health  care  professionals  under- 
stand and  apply  federal  law  pro- 
viding for  health  care-related 
sanctions.  The  guide  is  divided 
into  sections  on  hospitals,  nursing 
homes,  physicians,  peer  review 
organizations,  risk-sharing  organi- 
zations and  insurance  companies. 
To  order,  call  1-800-221-9428. 


Hewlett  Packard  has  intro- 
duced the  HP  PageWriter  XLe 
basic  cardiograph  for  private- 
physician  and  hospital  use.  The 
cardiograph  produces  conven- 
tional 12-lead  electrocardiograms 
(ECG)  and  allows  different  for- 
matting for  various  clinical  tests 
and  applications.  A high-resolu- 
tion,  digital-array  printer  pro- 
duces ECG  tracings  and  records 
that  are  labeled  with  ECG  data 
and  patient  information. 


Precision  Health  Care  Sys- 
tems has  introduced  a new  line  of 
Holter  Monitoring  Systems.  Three 
systems  were  designed  to  meet 


News  of  what  is  new  in  the  medi- 
cal supply  industry  is  compiled 
from  news  releases.  Each  item 
published  does  not  necessarily 
constitute  an  endorsement  of  a 
product  or  recommendation  for  its 
use  by  Indiana  medicine  or  the 
Indiana  State  Medical  Association. 


the  requirements  of  physicians 
and  hospitals.  The  systems  use  an 
ultra-light  recorder  that  stores 
every  beat  for  a 24-hour  period  on 
analog  tape.  A full  disclosure 
print-out  is  always  available,  and 
super-imposition  scanning  allows 
all  ECG  waveforms  to  be  viewed 
for  complete  verification. 

Ortho  Pharmaceutical  Corp. 
and  McNeil  Pharmaceutical  have 
received  approval  from  the  U.S. 
Food  and  Drug  Administration  to 
market  FLOXIN  ®,  a broad  -spec- 
trum oral  antibiotic  for  use 
against  many  common  infections. 
FLOXIN  already  has  been  used  by 
65  million  patients  worldwide  to 
treat  infections  in  the  lower  respi- 
ratory tract,  urinary  tract,  pros- 
tate, moderate  to  mild  skin  and 
soft  tissue  infections  and  sexually 
transmitted  diseases. 

Bristol-Myers  Squibb  Co.  has 

introduced  MONOPRIL®1  tablets 
to  treat  hypertension.  It  is  the 
first  in  a new  chemical  class  of 
angiotensin  converting  enzyme 
(ACE)  inhibitors,  the  phosphinic 
acids. 

Storz  Ophthalmics  has  intro- 
duced Rev-Eyes™,  a new  agent 
that  reverses  the  effects  of  diag- 
nostic mydriasis  induced  by 
phenylephrine  and  tropicamide. 
Rev-Eyes  is  being  marketed  by 
Storz  and  distributed  by  Lederle 
Laboratories.  □ 
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Our  occurrence  policy  has  been  the  industry  standard 
for  nearly  a century.  But  some  doctors  want  a claims- 
made  policy.  So  we  have  it  available.  At  the  Medical 
Protective  Company,  we  have  no  ax  to  grind.  You  can 


choose  from  a variety  of  programs,  both  occurrence  and 
claims-made,  that  offer  greater  flexibility  and  savings. 
The  choice  is  yours.  Call  us  today. 


'r*;r  at 

0 r an j f.t; f,  r> ut/ 1* wry i- t y » f.'o.yr  wr<- 

NO  DOUBT. 


Vernon  E.  Hoover,  H.  Jere  Frey,  Michael  W.  Kinzer 
6100  North  Keystone  Avenue,  Suite  237,  PO.  Box  20576 
Indianapolis,  IN  46220 
(317)  255-6525 


Robert  B.  Newell,  J.  Barton  Lyon 
Suite  240,  2260  Lake  Avenue,  PO.  Box  5174 
Fort  Wayne,  IN  46895 
(219)  422-4783 


■cme  calendar 


St.  Mary's  Medical  Center 

For  more  information,  call 

napolis. 

St.  Mary’s  Medical  Center  in 

Brandon  Roger  or  Marsha  Breen, 

For  more  information,  call 

Evansville  will  sponsor  these 

(317)  783-2776. 

Sheryl  King,  (317)  274-8353. 

courses: 

Sept.  12  - Joseph  E.  Coleman 

Indiana  University 

Methodist  Hospital 

Pediatric  Seminar: 

The  Indiana  University  School  of 

Methodist  Hospital  of  Indiana  will 

Children  in  Crisis. 

Medicine  will  sponsor  these 

sponsor  the  following  courses: 

Sept.  26-27-  Childhood  Leukemia 

courses: 

Sept.  14  - Healthcare  for  the 

- Treatment  Issues. 

Aug.  16-17-  Vascular  Surgery 

Homeless  and  Poor, 

Oct.  10  - Annual  Family 

Course,  University 

State  Board  of 

Medicine  Seminar: 

Place  Conference 

Health. 

Medical  Problems  of 

Center  and  Hotel, 

Sept.  14  - Total  Hip  Replace- 

the Performing  Art- 

Indianapolis. 

ment  1991:  Issues 

ists. 

Sept.  6 - Infectious  Disease 

and  Concerns,  Meth- 

All seminars  will  be  held  in 

Symposium,  site  to 

odist  Hospital, 

St.  Mary's  Medical  Center  Amphi- 

be announced. 

Petticrew  Audito- 

theatre in  Evansville.  For  details, 

Sept.  11  - Perinatal  Meeting, 

rium,  Indianapolis. 

call  (812)  479-4468. 

University  Place 

Sept.  27-28-  Child  Neurology 

Conference  Center 

Getaway,  Hueston 

Indpls.  Regional  Heart  Center 

and  Hotel,  India- 

Woods State  Park 

The  Indianapolis  Regional  Heart 

napolis. 

Lodge,  Ohio. 

Center  in  Indianapolis  will  spon- 

Sept. 27  - Gastroenterology 

Oct.  3 - Brief  Cognitive 

sor  these  courses: 

Update  and  Gut 

Therapy:  Behavioral 

Aug.  14  - Lipids  Roundtable, 

Club  Meeting,  Uni- 

Care of  the  Future, 

Peter's  Restaurant, 

versity  Place  Confer- 

Westin Hotel,  India- 

Indianapolis. 

ence  Center  and 

napolis. 

Aug.  22  - Community  Hospital 

Hotel,  Indianapolis. 

Oct.  11  - Diabetes  Update, 

South  Family  Prac- 

Sept. 28  - Management  of 

Omni  Severin  Hotel, 

tice  Evening  Pro- 

Hypercholesterolemia, 

Indianapolis. 

grams,  Ischemic 

University  of  Notre 

Oct.  21-22  - AmbuQual  Users 

Heart  Disease/Hy- 

Dame, South  Bend. 

Conference,  Days 

pertension,  Holiday 

Oct.  18-19  - Family  Practice  Up- 

Inn at  the  Airport, 

Inn  South,  India- 

date in  Cardiology: 

Indianapolis. 

napolis. 

Emphasis  on  Office 

Nov.  1-2  - Advanced  Cardiac 

To  be  - Hyperlipidemia 

Practice,  Krannert 

Life  Support  Course, 

announced  Multi-Disciplinary 

Institute  of  Cardiol- 

Methodist Hospital, 

Conference,  St. 

ogy,  Indianapolis. 

Wile  Hall,  India- 

Francis Hospital 

Nov.  8-9  - Wound  Management 

napolis. 

Center,  Indianapolis. 

For  Health  Care 

Nov.  6 - Practical  Topics  in 

Sept.  3 - Cardiology  Grand 

Providers,  Radisson 

the  Care  of  the  Eld- 

Rounds, Holiday 

Hotel,  Keystone  at 

erly:  Lester  Bibler 

Inn,  Shelbyville. 

the  Crossing,  India- 

Day, Methodist  Hos- 

Sept. 22  - Cardiac  Team  In- 

napolis. 

pital,  Petticrew  Au- 

Service, Indiana 

Nov.  18-22-  Second  Annual 

ditorium,  Indianapo- 

Heart Physicians 

Comprehensive 

lis. 

Conference  Center, 

Transthoracic  & 

Nov.  15-16-  Advanced  Trauma 

Indianapolis. 

Transabdominal  Fine 

Life  Support  Course, 

Oct.  17  - Cardiology  Grand 

Needle  Aspiration 

Methodist  Hospital, 

Rounds,  Updates  in 

Biopsy  Cytology, 

Wile  Hall,  India- 

Cardiac Surgery, 

University  Place 

napolis. 

Catarrhous, 

Conference  Center 

For  more  information,  call 

Martinsville. 

and  Hotel,  India- 

Dixie  Estridge,  (317)  929-8215.  □ 
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unless  you  settle  the  issue  by  signing 
on  the“Dispense  as  Written”  line. 


Roche  Products 

Roche  Products  Inc 
Manat i.  Puerto  Rico  00701 


2-mg  5-mg  10-mg 
scored  tablets 

The  final  choice  should  really  be  yours 

The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc. 
Copyright  © 1991  by  Roche  Products  Inc.  All  rights  reserved 


* According  to  the  Orange  Book.  10th  ed.  US  Department  of  Health 
and  Human  Services.  1990.  diazepam  tablets  may  be  available  from  as  many 
as  17  companies.  Tablets  shown  represent  5 mg  diazepam  tablets 


scientific  contributions 


Clinical  use  of 
in  treating 


interleukin-2 

cancer 


David  L.  Patterson,  M.D. 

Michael  C.  Wiemann,  M.D. 
Indianapolis 

Surgery,  radiation  and  che- 
motherapy are  three  current  meth- 
ods used  in  treating  cancer.  Sci- 
entists now  realize  that  cancer 
diminishes  the  responsiveness  of 
the  host  immune  system.  Stimu- 
lating the  immune  systems  of 
some  cancer  patients  may  be  of 
therapeutic  benefit.  Immuno- 
therapy with  a variety  of  new 
agents  soon  will  provide  a fourth 
method  of  anticancer  treatment. 

Early  studies  using  immuno- 
therapy focused  on  the  ability  of 
crude  biological  agents,  such  as 
bacillus  Calmette-Guerin  (BCG)  or 
Corynebacterium  parvum  to 
nonspecifically  stimulate  the  im- 
mune system.  It  was  hoped  that  a 
general  increase  in  immune  reac- 
tivity would  lead  to  a correspond- 
ing increase  in  specific  immune 
reactivity  toward  neoplastic  cells. 
However,  the  local  and  systemic 
administration  of  these  agents  did 
not  produce  lasting  clinical  re- 
sponses. This  treatment  is  re- 
placed by  more  specific  forms  of 
immunotherapy.' 

Recent  advances  in  immunol- 
ogy have  identified  several  cell- 
derived  soluble  growth  factors 
that  regulate  the  proliferation  and 
differentiation  of  lymphoid  and 
monocytic  immune  effector  cells. 
These  growth  factors  are  collec- 
tively called  cytokines  and  include 
the  interleukins  (1L-1  through  IL- 


7)  tumor  necrosis  factor  (TNF), 
and  the  interferons  (INF)  alpha, 
beta  and  gamma.  Cytokines  pro- 
duced by  monocytes  and  mac- 
rophages are  called  monokines, 
while  cytokines  produced  by  lym- 
phocytes are  called  lymphokines. 

The  family  of  interleukins  acts 
as  hormones  of  the  immune  sys- 
tem. They  regulate  replication, 
differentiation  and  expression  of 
effector  cell  functions.  Our  under- 
standing of  cytokine  function, 
both  on  the  molecular  level  and 
clinical  level,  has  been  enhanced 
by  recombinant  DNA  technology, 
allowing  large-scale  production  of 
purified  cytokines. 

One  cytokine,  interleukin-2 
(IL-2),  increases  immune  system 
reactivity  against  a variety  of  tu- 
mors and  shows  promise  as  a 
clinical  therapeutic  agent.  IL-2  is 
a 15,000  dalton  glycoprotein,  pro- 
duced by  activated  T cells  after 
stimulation  by  mitogens  or  anti- 
gens. lnterleukin-2  causes  the 
activation  and  proliferation  of 
cytotoxic  cells  including  lympho- 
kine  activated  killer  (LAK)  cells. 

Studies  at  the  National  Cancer 
Institute  (NCI)  in  the  early  1980s 
demonstrated  that  incubation  of 
human  lymphocytes  harvested 
from  the  peripheral  blood  with  IL- 
2 led  to  the  generation  of  a popu- 
lation of  cells  capable  of  lysing  a 
variety  of  fresh  tumor  cells  in 
vitro.2  These  IL-2  stimulated  lym- 
phocytes are  known  as  LAK  cells. 
Subsequent  studies  revealed  that 
intravenously  administered  LAK 
cells  were  capable  of  lysing  a vari- 


ety of  human  tumor  cell  types  in 
vivo.  LAK  cells  do  not  lyse  nor- 
mal cells.  They  are  not  human 
leukocyte  antigen  (HLA)-re- 
stricted  in  their  activity  and  are  a 
phenotypically  heterogenous 
population  of  cells.3 

Results  of  trials  using  murine 
models  demonstrated  that  ex  vivo 
IL-2-activated  LAK  cells  plus  in- 
travenous IL-2,  or  high-dose  IL- 
2 alone,  induced  the  regression  of 
a broad  range  of  established  he- 
patic, pulmonary  and  subcutane- 
ous tumor  metastases.4'5 

Clinical  trials  with  a variety  of 
different  metastatic  malignancies 
have  been  conducted  at  the  NCI 
and  other  regional  cancer  centers. 
When  IL-2  is  administered  either 
as  a single  agent  or  in  combina- 
tion with  LAK  cells,  complete  or 
partial  responses  are  observed  in 
several  malignancies.  The  malig- 
nancies include  melanoma,  renal 
cell,  colon,  ovarian  and  non-small 
cell  lung  carcinomas,  as  well  as 
Hodgkin's  and  non-Hodgkin's 
lymphomas  {Table  1).  Thus  far, 
the  most  promising  results  have 
been  obtained  in  patients  with 
renal  cell  carcinoma  or  melanoma, 
two  tumor  types  that  respond 
poorly  to  conventional  therapy.4 

Interleukin-2  treatment  in- 
duces a variety  of  side  effects  that 
involve  different  organ  systems 
{Table  2).  A comparison  of  the 
studies  addressing  the  toxicities  of 
IL-2  is  difficult  for  several  reasons: 
1)  there  are  differences  in  dose, 
frequency  of  treatment  and 
method  of  IL-2  administration;  2) 
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there  are  differences  in  the  defini- 
tion of  various  side  effects;  3)  in 
some  studies,  patients  were 
premedicated  with  various  drugs 
to  prevent  certain  side  effects;  and 
4)  exclusion  of  patients  with  pre- 
existing medical  conditions  is  not 
consistent. 

Regardless  of  the  differences 
in  procedure,  the  results  of  all 
studies  have  indicated  similar 
patterns  of  toxicity.  Toxicity  is 
related  to  the  dosage  of  IL-2  and 
the  method  of  administration.  For 
example,  studies  by  West  et  al 
have  demonstrated  less  toxicity 
with  continuous  infusion  of  IL-2 
compared  to  bolus  dosing.4  Pul- 
monary, cardiac,  hepatic,  renal, 
neurologic,  dermatologic  and  he- 
matologic side  effects  usually 
resolve  rapidly  after 
discontinuation  of  IL-2  adminis- 
tration.' Most  side  effects  can  be 


anticipated  and  managed  medi- 
cally without  having  to  discon- 
tinue IL-2  therapy.  There  is  no 
unifying  theory  that  explains  how 
IL-2  causes  such  a variety  of  ad- 
verse effects.  Understanding  the 
direct  and  indirect  effects  of  IL-2 
in  vivo  has  led  to  the  postulation 
of  mechanisms. 

IL-2  acts  as  a pyrogen  by  in- 
ducing the  production  of  pyro- 
genic cytokines  such  as  TNF-al- 
pha.  Fever  induced  by  IL-2  be- 
gins several  hours  after  infusion 
of  the  drug;  this  is  consistent  with 
the  temporal  accumulation  of 
TNF-alpha  in  the  serum  of  pa- 
tients not  treated  with 
antipyretics.1"  Fever  and  chills 
associated  with  IL-2  are  managed 
with  acetaminophen  and 
meperidine,  respectively. 

Infusion  of  IL-2  is  associated 
with  a well-described  capillary 


leak  syndrome,  causing  hemody- 
namic changes  that  affect  multiple 
organ  systems.  Damage  to  the 
capillary  endothelium  is  mediated 
by  cytokines  such  as  TNF,  INFs 
and  other  interleukins  produced 
by  lymphocytes  in  the  presence  of 
IL-2.'?  When  IL-2  is  administered 
to  mice  that  are  immunosup- 
pressed  by  cyclophosphamide  or 
radiation,  or  to  genetically 
athymic  immunodeficient  mice, 
there  is  little  or  no  evidence  of  the 
capillary  leak  syndrome.  This 
suggests  that  IL-2  does  not  cause 
the  capillary  leak  syndrome  by  a 
direct  action.17  The  hemodynamic 
changes  that  result  from  the  capil- 
lary leak  syndrome  resemble  those 
found  in  septic  shock.17 

Cardiovascular  effects  include 
decreased  systemic  vascular  resis- 
tance and  decreased  mean  arterial 
pressure,  leading  to  hypotension. 


f N 

Table  1 


Results  of  treatment  with  IL-2/LAK  or  IL-2  in 
clinical  trials  in  patients  with  advanced  cancer 

IL-2/LAK  IL-2 


Diagnosis 

Total 

evaluable 

CR 

PR 

% 

CR+PR 

Total 

evaluable 

CR 

PR 

% 

CR+PR 

Renal 

246 

23 

51 

30 

64 

4 

7 

17 

Melanoma 

217 

13 

36 

23 

45 

0 

1124 

Colorectal 

110 

3 

14 

16 

20 

0 

0 

0 

Non-Uodgkin's 

7 

2 

3 

71 

7 

0 

3 

43 

lymphoma 

Sarcoma 

12 

0 

1 

80 

- 

- 

- 

Lung 

11 

0 

2 

18 

1 

0 

0 

0 

carcinoma 

Breast 

3 

0 

1 

33 

2 

0 

0 

0 

Hodgkin's 

3 

0 

1 

33 

0 

- 

- 

- 

lymphoma 

Ovarian 

3 

0 

2 

67 

0 

- 

- 

- 

CR:  complete  regression  (complete  disappearance  of  all  known  disease) 
PR:  partial  regression  (>  50%  decrease  in  tumor  size) 

Table  was  prepared  by  compiling  data  from  10  different  clinical  studies6'14 
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and  an  inadequate  compensatory 
increase  in  cardiac  output  and 
heart  rate.18  Tachycardia  can  be 
associated  with  supraventricular 
arrhythmias.  The  increased  myo- 
cardial oxygen  demand  induced 
by  this  high-output  state  can  lead 
to  angina  or  myocardial 
infarction,  especially  in  patients 
with  underlying  coronary  artery 
disease.  Hypotension  caused  by 
the  capillary  leak  syndrome  leads 
to  decreased  renal  perfusion  with 
subsequent  azotemia  and 
oliguria.19  Increased  vascular  per- 
meability also  is  responsible  for 
pulmonary  edema  with  resulting 
dyspnea.  Third-space  fluid  reten- 
tion and  weight  gain  are  com- 
mon. 2,1 

The  hemodynamic  effects  of 
IL-2  are  predictable  and  managed 
by  monitoring  fluid  status,  blood 
pressure,  urine  output  and  body 
weight.  Adequate  blood  pressure 
and  end  organ  perfusion  can  be 
maintained  with  intravenous  col- 
loids and  pressor  agents.  The 
hemodynamic  effects  of  IL-2  re- 
solve rapicily  after  discontinuing 
the  drug. 

Treating  patients  with  IL-2  is 
associated  with  a higher  than 
expected  rate  of  infection  by 
nonopportunistic  pathogens.21 
Pathogens  most  frequently  iso- 
lated are  skin  flora,  particularly  S. 
aureus  and  S.  epidermidis.  Central 
venous  catheters  have  been  impli- 
cated as  the  likely  source  of  infec- 
tion. Pretreatment  of  the  catheter 
insertion  site  with  topical  antibiot- 
ics has  been  of  marginal  benefit.22 
The  prophylactic  use  of  intrave- 
nous oxacillin  significantly  re- 
duces catheter-related  sepsis.2-  A 
recent  study  has  elucidated  one 
mechanism  to  explain  the  in- 
creased rate  of  infection  in  pa- 
tients receiving  IL-2  immuno- 
therapy. The  investigators  dem- 


Table  2 


Toxicity  of  therapy  with  ’LAK/IL-2  or  IL-2  alone 


COMMON  SIDE  EFFECTS 

Fever,  chills 

Capillary  leak  syndrome 
Fluid  retention,  weight  gain 
Hypotension  requiring  fluids 
Malaise 

Nausea,  vomiting 
Diarrhea 
Eosinophilia 
Pruritis,  rash 
Elevated  creatinine 
Elevated  liver  function  tests 
Reversable  cholestasis 
Hyponatremia 


INFREQUENT  SIDE  EFFECTS 

Mucositis 
Arrhythmias 
Angina 

Myocardial  infarction 
Neuropsychiatric  abnormalities 
Arthralgias 

Hypotension  requiring  pressors 
Hypothyroidism 
Anemia 
Infection 
Dyspnea 

Thrombocytopenia 


* Infusion  of  LAK  cells  has  been  associated  with  only  minor  toxicity11 
including  fever  and  chills  experienced  by  most  patients  and  head- 
ache, nausea  and  vomiting  in  a small  number.  All  other  side  effects 
of  LAK/IL-2  immunotherapy  have  been  attributed  to  IL-2. 


Table  3 


Future  prospects  for  the  use  of  IL-2  in  immunotherapy 


IL-2  + tumor  infiltrating  lymphocytes  (TIL) 

Polyethylene  glycol  (PEG-IL-2) 

IL-2  + other  cytokines  (i.e.,  interferons,  tumor  necrosis  factor  (TNF), 
other  interleukins) 

Local/regional  administration  of  IL-2 

IL-2  + cytotoxic  agents  (i.e.,  cyclophosphamide) 

IL-2 /LAK  + monoclonal  antibodies 


onstrated  that  IL-2  produces  an 
acute,  profound  and  reversible 
defect  in  neutrophil  chemotaxis.21 

In  recent  clinical  trials,  treat- 
ment of  human  cancers  with  IL-2 
has  shown  promising  results.  In- 
vestigators are  focusing  on  ways 
to  increase  the  therapeutic  efficacy 
of  IL-2  while  decreasing  the  side 
effects  and  complexity  of  treat- 
ment (Table  3).  One  method  di- 


rected at  increasing  its  efficacy  is 
the  combination  of  IL-2  with  tu- 
mor-infiltrating lymphocytes 
(TIL).  TIL  cells  are  isolated  by 
enzymatic  digestion  of  solid  tu- 
mor pieces  obtained  at  the  time  of 
surgery  or  biopsy.  The  TIL  cells 
are  expanded  in  vitro  in  the  pres- 
ence of  IL-2  and  reinfused  into  the 
patient.  Studies  in  mice  have 
shown  TIL  cells  to  be  50  to  100 
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times  more  effective  than  LAK 
cells  on  a per  cell  basis  in  eradi- 
cating various  murine  tumors.24 
Studies  using  human  TIL  cells  in 
vitro  have  produced  results  simi- 
lar to  the  murine  studies.25  Clini- 
cal trials  using  the  combination  of 
IL-2  and  TIL  cells  are  now  in 
progress. 

Another  promising  approach 
is  the  combination  of  IL-2  with 
other  cytokines,  such  as  alpha- 
interferon  (alpha-INF).  Alpha-INF 
induces  cancer  regression  in  pa- 
tients with  melanoma  or  renal  cell 
cancer,  as  well  as  other  types  of 
cancer.26  Alpha-INF  has  a differ- 
ent mechanism  of  action  than  IL-2; 
hence  the  combination  of  these 
two  cytokines  may  provide  a syn- 
ergistic effect  in  treating  certain 
malignancies,  particularly  mela- 
noma or  renal  cell  carcinoma.26 

The  combination  of  IL-2  with 
chemotherapeutic  agents  is  an- 
other technique  to  enhance  the 
efficacy  of  immunotherapy.  Ad- 
ministering IL-2  stimulates  the 
production  of  all  T-cell  subsets  (T 
helper,  suppressor  and  cytotoxic 
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subsets).  Tumor  regression  is 
primarily  mediated  by  cytotoxic  T 
cells,  and  suppressor  T cells  de- 
crease the  activity  of  cytotoxic  T 
cells.  Administering  cyclophos- 
phamide before  IL-2  selectively 
depletes  suppressor  T cells.  Ad- 
ministering this  cytotoxic  drug  in 
conjunction  with  IL-2  produces 
clinical  responses  in  patients  with 
disseminated  melanoma.27 

IL-2  is  most  effective  in  treat- 
ing patients  with  renal  cell  cancer 
or  melanoma.  IL-2  is  expected  to 
be  approved  soon  for  clinical  use 
by  the  U.S.  Food  and  Drug  Ad- 
ministration. It  already  is  ap- 
proved for  limited  use  by  the 
FDA  under  Group  C guidelines 
for  the  treatment  of  metastatic 
renal  cell  cancer  and  is  generally 
used  in  many  European  countries. 
Results  of  in  vivo  studies  of  IL-2 
in  mice  and  humans  have  demon- 
strated that  it  mediates  the  regres- 
sion of  metastatic  tumors.  Al- 
though the  overall  response  rates 
are  relatively  modest,  it  is  signifi- 
cant that  responses  are  achieved 
in  patients  with  metastatic  cancers 


that  are  resistant  to  present  forms 
of  therapy. 

Immunotherapy  of  cancer  is 
in  its  infancy,  just  as  radiation 
therapy  and  chemotherapy  once 
were.  Continuing  efforts  will 
focus  on  methods  to  increase  the 
efficacy  of  immunotherapy  while 
decreasing  the  side  effects  and 
complexity  of  treatment.  When 
these  hurdles  are  overcome,  im- 
munotherapy will  fulfill  its  prom- 
ise as  the  fourth  modality  for 
treating  cancer.  _l 

The  authors  are  with  St.  Vincent 
Hospital  and  Health  Care  Center  in 
Indianapolis. 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 
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nizatidine 

has  the  right  answers 


Rapid  epigastric  pain  relief 12 
Fast  and  effective  ulcer  healing2 


axid 

PASSES  THE  ACID  TEST 


'Most  patients  experience  pain  relief  with  the  first  dose. 
See  ad/acent  page  for  references  and  brief  summary 
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AXID " (nizatidine  capsules) 

Briel  Summary  Consult  the  package  insert  tor  complete  prescribing  information 
Indications  and  Usage  l Active  duodenal  ulcer -for  up  to  8 weeks  of  treatment  Most 
patients  heal  within  4 weeks 

2 Maintenance  therapy -\o<  healed  duodenal  ulcer  patients  at  a reduced  dosage 
of  150  mg  h.s.  The  consequences  of  therapy  with  Axid  for  longer  than  1 year 
are  not  known 

Contraindications:  Known  hypersensitivity  to  the  drug  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed,  H2-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  of  hypersensitivity  to  other 
H2-receptor  antagonists 

Precautions  General- 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Multistix*  may  occur 
dunng  therapy 

Drug  Interactions -No  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocaine.  phenytoin,  and  warfarin  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therefore,  drug  interactions  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  occur  In  patients  given  very 
high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine.  150  mg  b.i.d.,  was  administered  concurrently 
Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility  - A 2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic  eflecL  There  was  a 
dose-related  increase  in  the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastnc 
oxynbc  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day,  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  lor  the  strain 
of  mice  used  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations)  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C— Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  ol  impaired  fertility  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity  Nizatidine  should  be  used  dunng  pregnancy 
only  il  the  potential  benefit  justifies  the  potential  nsk  to  the  fetus 
Nursing  Mothers -Studies  in  lactating  women  have  shown  that  0 1%  of  an  oral 
dose  is  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother 

Pediatnc  Use- Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients- Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine  Elderly  patients  may  have  reduced  renal  function 
Adverse  Reactions  Clinical  tnals  of  varying  durations  included  almost  5,000  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  ol 
over  1.900  nizatidine  patients  and  over  1.300  on  placebo,  sweating  (1%  vs  0.2%), 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  13%)  were  significantly 
more  common  with  nizatidine  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug 
Hepatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients  In  some  cases, 
there  was  marked  elevation  (>500  IU/L)  in  SG0T  or  SGPT  and,  in  a single  instance. 
SGPT  was  >2,000  IU/L  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  ol  Axid 
Cardiovascular- In  clinical  pharmacology  studies,  short  episodes  ol  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects 

CA/S-Rare  cases  of  reversible  mental  contusion  have  been  reported 
Endocnne-  Clinical  pharmacology  studies  and  controlled  clinical  tnals  showed  no 
evidence  of  anbandrogemc  activity  due  to  nizatidine  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo 
Gynecomastia  has  been  reported  rarely 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H2-receptor  antagonist  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported 

Integumental- Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo- treated  patients  Rash  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity- As  with  other  H2-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported  Rare  episodes  of  hypersensitivity 
reactions  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosmophilia)  have  been  reported 
Other  -Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosmophilia,  fever,  and  nausea  related  to  nizatidine  have  been  reported 
Overdosage  Overdoses  of  Axid  have  been  reported  rarely  II  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
momtonng  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  of  nizatidine  due  to  its  large  volume  of  distribution 
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Treatment  of  sensorineural 

hearing  loss 
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During  the  past  decade, 
otologists  have  focused  their  at- 
tention on  identifying  and  treating 
sensorineural  hearing  loss  (SNL). 
Before  this  time,  a loss  of  hearing 
due  to  decreased  hearing  nerve 
function  was  untreatable,  except 
by  amplification. 

The  conquest  of  middle  ear 
deafness  by  replacing  ossicles, 
restoring  the  tympanic  membrane 
or  removing  diseased  tissue  using 
microsurgical  techniques  has  be- 
come an  accomplished  fact.  The 
success  in  conductive  deafness 
treatment  has  overshadowed  re- 
cent progress  in  hearing  improve- 
ment in  the  larger  population  of 
sensorineurally  deaf  patients. 
Conductive  deafness  affects  only 
15%  of  the  25  million  people  who 
are  hearing-impaired. 

There  are  nine  forms  of  inner 
ear  disorders  causing  SNL  for 
which  medical/surgical  treatment 
is  available.  Although  responses 
to  treatment  vary,  any  relief  is 
appreciated  by  the  afflicted  pa- 
tient. 

This  article  will  review  the 
progress  in  managing  sensorineu- 
ral deafness  and  outline  nine 
forms  of  SNL  for  which  treatment 
should  be  instituted  (Table  1). 

Meniere's  disease 

Meniere's  disease  is  a clear-cut 
clinical  entity  characterized  bv 
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Abstract 


Of  the  25  million  people  who  are  hearing  impaired,  85%  suffer 
from  sensorineural  hearing  loss  (SNL).  In  the  past  decade,  the  identifi- 
cation and  treatment  of  SNL  have  evolved  from  futile  efforts  to  active 
intervention  This  paper  identifies  nine  forms  of  inner  ear  disorders 
causing  SNL  for  which  medical/surgical  treatment  is  available.  Physi- 
cians must  realize  that,  with  appropriate  diagnosis  and  treatment, 
hearing  nerve  loss  can  have  a satisfactory  outcome. 


hearing  loss,  vertigo,  ear  fullness 
and  tinnitus.  Substantial  benefit 
is  obtained  from  dietary,  medical 
and/or  surgical  treatments.  The 
major  spells  can  be  stopped  in 
more  than  90%  of  patients,  and 
hearing  can  be  improved  or  stabi- 
lized in  two-thirds  of  patients. 

All  patients  are  placed  on  a 
salt-  and  caffeine-restricted  diet 
and  advised  to  stop  smoking. 
Other  medications  such  as  diuret- 
ics, vasodilators  and  vestibular 
suppressants  can  be  used. 
Diazepam  frequently  is  used  and 
is  beneficial  in  the  latter  category. 
Meclizine  is  seldom  beneficial. 

Surgery  is  offered  to  patients 
who  do  not  improve  with  medical 
and  dietary  therapies.  If  hearing 
is  salvageable,  an  endolymphatic 
sac-mastoid  shunt  is  usually  the 
first  choice.  The  shunt  is  an  out- 
patient surgical  procedure  offer- 
ing more  than  an  80%  chance  of 
controlling  dizziness  and,  espe- 
cially in  the  early  stages  of  the 
disease,  about  a 60%  chance  of 
stabilizing  or  reversing  sensori- 
neural hearing  loss.  If  this  proce- 
dure fails  to  control  the  vertigo 


and  there  is  reasonably  good  hear- 
ing, a retro-sigmoid  or  suboc- 
cipital  vestibular  nerve  section  is 
performed  to  save  auditory  nerve 
function. 

Intraoperative  surgical  moni- 
toring is  recommended  to  mini- 
mize risk  to  the  facial  and  audi- 
tory nerves.  This  procedure  does 
nothing  to  alter  the  basic  disease 
process  in  the  cochlea  and,  after  a 
period  of  time,  hearing  can  dete- 
riorate severely.  If  no  useable 
hearing  is  present  and  tinnitus  is 
severe,  total  Vlllth  nerve  section  is 
done  to  provide  relief  of  tinnitus 
and  vertigo.  If  tinnitus  is  not  a 
primary  complaint,  labyrin- 
thectomy  usually  is  curative. 

The  goals  of  therapy  today  are 
not  only  to  relieve  dizzy  spells  but 
also  to  improve  and  stabilize  hear- 
ing. 

Perilymph  fistula 

Perilymph  fistula  is  a leakage  of 
fluid  (perilymph)  from  the  inner 
ear  (labyrinth)  into  the  middle  ear 
through  the  round  and/or  oval 
windows.  A history  of  exertion, 
barotrauma  or  an  audible  "pop" 
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TABLE  I 


TREATMENT  OF  SENSORINEURAL  HEARING  LOSS  (SNL) 


TYPE 

CHARACTERISTICS 

•SPECIFIC  DIAGNOSTIC 
TESTS 

MEDICAL  TREATMENT 

SURGICAL  Rx 

SUCCESS  WITH 
EARLY  INTERVENTION 

MENIERE’S  DISEASE 

Fluctuating  hearing  loss, 
fullness,  tinnitus,  episodic 
vertigo 

ECoG 

Audiogram 

ENG 

Salt,  caffeine  restriction, 
cessation  smoking,  diuretic, 
vasodilators,  vestibular 
suppressants. 

Endolymphatic  sac-mastolc 
shunt 

Vestibular  nerve  section 

Cochleo-vestlbular  nerve 
section 

Labyrinth  ectomy 

80%  vertigo  control, 
hearing  stabilization 
95%  vertigo  control; 
hearing  preservation 
95%  vertigo  control; 
no  hearing 
90%  vertigo  control; 
no  hearing 

AUTOIMMUNE  SNL 

Rapid  hearing  loss 
Possible  vestibular  sx 

Immune  screen 

Steroids 

Cyclophosphamide 

Plasmaphoresls 

None 

95%  control 

SYPHILITIC  DEAFNESS 

Variable; 
Menlere’s-llke  Sx 

FTA-ABS 

Steroids 

Antibiotics 

None 

Good 

COCHLEAR 

OTOSCLEROSIS 

Flat  hearing  loss 
Usual  family  history 

CT  Scan 

Flourlde,  calcium,  Vlt.  D 

None 

Good  degree  of 
stabilization 

SUDDEN  DEAFNESS 

Rapid  (<  72  hrs)  loss 
of  hearing;  possible  vertigo 

Steroids 
Carbogen 
I.V.  contrast  media 

None 

20-80% 

TOXIC  DEAFNESS 

Hearing  loss,  tinnitus 
Imbalance  on  medication 

Posturography 
Serial  Audiometry  and 
ENG 

Cessation  or  reduction  of 
offending  medication 

None 

Variable;  depends  on 
particular  ototoxic 
medication 

PROFOUND  SNL 

No  hearing;  no  benefit 
from  amplification 

Complete  lest  battery 
Psychological  profile 

None 

Cochlear  implant 

Improved 

NOISE  INDUCED  SNL 

Tinnitus;  hearing  loss 
after  noise  exposure 

Serial  Audiology 

Ear  protection 
Possible  steroids 
Hearing  Aids 

None 

Good  to  excellent  with 
early  intervention 

PERILYMPH  FISTULA 

Hearing  loss,  dizziness 

ECoG 

ENG  - Impedence  test 

Bedrest,  stool  softeners, 
cough  suppressants 

Tympanotomy  and  fistula 
grafting 

95%  dizziness  control 
50-80%  hearing  control 

‘Although  all  patients  receive  other  diagnostic  tests,  these  tests  have  great  diagnostic  specificity. 


in  the  ear  at  the  time  of  the  hear- 
ing loss  suggests  this  entity.  A 
fistula  within  the  cochlea  also  can 
develop,  causing  a mixing  of  the 
inner  ear  fluids  (endolymph  and 
perilymph).  This  condition  dis- 
rupts the  delicate  balance  of  elec- 
trolytes within  the  inner  ear  com- 
partment. Although  symptoms 
characteristically  are  fluctuating 
hearing  loss  alone  (15%)  or  ves- 
tibular symptoms  alone  (12%), 
both  symptoms  commonly  are 
present.  Developmental  anoma- 
lies, such  as  a widely  patent  co- 


chlear aqueduct  or  cochlear 
modiolar  defects,  may  predispose 
the  involved  ear  to  this  condition. 

Historical  features  suggesting 
fistula  of  the  inner  ear  include 
compressive/decompressive  epi- 
sodes, heavy  lifting  or  straining, 
head  injury  or  stapedectomy. 
Conservative  treatment  consists  of 
bed  rest,  stool  softeners  and 
avoiding  heavy  lifting,  coughing 
or  straining.  Sensorineural  hear- 
ing loss  that  continues  to 
progress,  with  or  without  posi- 
tional vertigo  and  ataxia  while 


walking,  indicates  the  need  for 
surgery.  A tympanotomy  with 
tissue  sealing  of  the  oval  and 
round  windows  will  eliminate 
dizzy  symptoms  in  95%.  of  pa- 
tients and  improve  or  stabilize 
hearing  in  50%  of  patients. 

Autoimmune  sensorineural  deaf- 
ness 

Autoimmune  sensorineural  deaf- 
ness is  a treatable  form  of  severe 
hearing  loss  when  the  body's  im- 
mune system  attacks  and  progres- 
sively destroys  the  inner  ear.  Re- 
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ports  indicate  that  it  may  involve 
patients  of  any  age.  It  may  take 
the  form  of  sudden  or  fluctuating 
hearing  losses.  Any  patient  with 
a bilateral  or  asymmetric  sensori- 
neural deafness  for  which  the 
cause  is  not  readily  apparent  is 
suspect  for  this  disease.  It  is  im- 
portant to  recognize  it  since  there 
is  no  treatment  other  than  immu- 
nosuppression that  may  salvage 
or  restore  hearing.  Without  treat- 
ment, all  hearing  is  lost. 

Any  patient  suspected  of  hav- 
ing this  disease  should  have  an 
immune  screen  (sedimentation 
rate,  rheumoid  factor,  anti-nuclear 
antibody  with  and  without  culture 
cells  and  quantitative  IgA  and 
IgG).  If  any  two  of  these  are  posi- 
tive, treatment  should  be  started. 

Our  treatment  is  dexameth- 
asone,  16  mg  daily  in  divided 
doses  for  a period  of  approxi- 
mately three  months  before  taper- 
ing the  medication  begins.  Twice- 
weekly  audiograms  are  used  to 
monitor  the  patient.  In  severe 
bilateral  cases,  some  investigators 
have  used  cyclophosphamide 
infusion.  We  have  not  needed  to 
use  this  medication.  Patients  who 
cannot  tolerate  steroid  therapy  are 
candidates  for  plasmaphoresis. 

Identifying  this  cause  of  sen- 
sorineural deafness  is  of  para- 
mount importance  since  it  can  be 
reversed  totally. 

Syphilitic  deafness 

Sensorineural  hearing  loss  due  to 
syphilis  has  been  around  for 
years.  The  benefits  of  steroid 
therapy  after  appropriate  antibi- 
otic treatment  are  well-docu- 
mented. This  form  of  deafness 
and  vertigo  may  mimic  Meniere's 
disease;  thus,  all  patients  sus- 
pected of  Meniere's  must  have 
appropriate  testing  for  tertiary 
syphilis.  A fluorescent  trepone- 
mal antibody/absorbed  is  sug- 


Table  2 

The  medications  listed  below  have  toxic  effects  on  the  hearing  or 
balance  function  of  the  inner  ear.  The  prescribing  physician  should 

consult  the  Physicians'  Desk  Reference,  a 
before  prescribing  these  medications. 

pharmacist  or  similar  source 

This  list  is  not  exhaustive  but  provides  guidance  in  using  some  com- 
mon medications.  Hearing  and  balance  function  monitoring  is  rec- 
ommended when  potentially  ototoxic  medications  are  used. 

AMINOGLYCOSIDE  ANTIBIOTICS 

Chemical  name 

Trade  name 

Streptomycin 

- 

Neomycin 

Mycifradin,  Neobiotic 

Kanamycin 

Dantrex,  Klebcil 

Tobramycin 

Nebcin 

Paromomycin 

Humatin 

Gentamicin 

Garamycin 

Sisomycin 

Sispetin 

Amikacin 

Amikin 

Netilmicin 

Netromycin 

CHEMOTHERAPEUTIC  AGENTS 

Chemical  name 

Trade  name 

Cisplatin 

Platinol 

SALICYLIC  ACID  DERIVATIVES 

Chemical  name 

Trade  name 

Aspirin 

Various  (effects  reversible) 

OTHER  ANTIBIOTICS 

Chemical  name 

Trade  name 

Vancomycin 

Vancocin 

Erythromycin 

Various  (rarely  ototoxic) 

Capreomycin 

Capastat  (rarely  ototoxic) 

METAL  ANTAGONIST 

Chemical  name 

Trade  name 

Deferoxamine 

Desferal  (usually  reversible) 

LOOP  DIURETICS 

Chemical  name 

Trade  name 

Ethacrynic  acid 

Edecrin 

Furosemide 

Lasix 

Bumetanide 

Bumex 

DRUG  COMBINATIONS 

Neomycin 

Aminoglycoside 

Polymyxin  B 
Dexamethasone 

Loop  Diuretics 
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gested. 

Steroid  therapy  eliminates 
vertigo  and  allows  patients  to 
hear  for  up  to  10  years.  Steroid 
therapy  every  other  day  can  pro- 
vide relief  without  significant  side 
effects. 

Cochlear  otosclerosis 

Cochlear  otosclerosis  is  character- 
ized by  a flat  audiometric  loss  and 
good  to  excellent  speech  under- 
standing and  starts  in  the  third  or 
fourth  decade  of  life.  Although  a 
positive  family  history  of  proven 
stapedial  otosclerosis  is  usually 
present,  this  is  not  necessary. 

This  type  of  hearing  nerve  loss 
can  be  arrested  (85%)  or  even 
reversed  (15%  of  the  85%)  with 
appropriate  doses  of  daily  fluo- 
ride, Vitamin  D and  calcium. 

Since  fluoride  therapy  can  prema- 
turely close  the  epiphyseal  plate 
in  developing  bones,  it  must  be 
used  with  caution  in  children  or 
pregnant  women. 

Sudden  deafness 

Sudden  hearing  loss  is  defined  as 
a loss  of  at  least  30  dB  in  three 
contiguous  frequencies  in  less 
than  72  hours  and  occurs  in  about 
10  people  per  100,000  per  year. 
Both  men  and  women  are  af- 
fected, with  an  average  age  of  43 
years  at  onset.  In  most  cases,  the 
etiology  cannot  be  determined. 
Most  commonly,  the  sudden  loss 
is  attributed  to  either  viral  infec- 
tion or  compromised  circulation 
to  the  inner  ear. 

Our  treatment  for  this  idio- 
pathic loss  is  primarily  steroid 
therapy.  The  prognosis  for  recov- 
ery depends  upon:  1)  the  hearing 
loss  configuration;  2)  the  patient's 
age;  3)  the  degree  of  vestibular 
injury  defined  by  the  electro- 
nystagmogram;  4)  the  presence  or 
absence  of  vertigo;  and  5)  the 
duration  of  the  loss.  Patients  with 
a mild  mid-frequency  hearing  loss 
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often  recover  all  of  the  lost  hear- 
ing. Patients  with  a moderate 
sensorineural  hearing  loss  will 
have  a partial  recovery  rate,  rang- 
ing from  40%.  to  80%.  Patients 
with  severe  to  profound  loss  have 
a 20%  chance  of  recovery. 

Administering  intravenous 
iodinated  contrast  media  is  an- 
other treatment  that  we  have  used 
for  sudden  idiopathic  hearing 
nerve  deafness.  Inhaling 
carbogen  (95%  O,  and  5%  COO, 
which  has  a strong  vasodilating 
effect,  also  has  been  useful. 

Toxic  deafness 

Physicians  must  be  aware  of  the 
potentially  toxic  effects  of  medica- 
tions on  the  hearing  and  balance 
nerves  of  the  inner  ear. 
Aminoglycosides  and  loop  diuret- 
ics are  especially  hazardous,  espe- 
cially when  used  in  combination. 
Chemotherapeutic  agents,  such  as 
cisplatin,  are  capable  of  producing 
a devastating  effect  on  the  audi- 
tory/vestibular apparatus. 
Preoperative  audiometric  and 
vestibular  testing  with  close  moni- 
toring during  treatment  is 
strongly  advised.  Potentially  dan- 
gerous medications  are  listed  in 
Table  2. 

Profound  sensorineural  deafness: 
Cochlear  electrode  implant 

Total  bilateral  hearing  nerve  deaf- 
ness is  unbeatable  with  the  most 
powerful  means  of  hearing  aid 
amplification  but  can  be  treated 
with  cochlear  electrode  implants. 
Although  there  are  not  many  suit- 
able candidates,  selected  centers 
can  provide  this  treatment  for 
adults  and  children  with  total 
deafness. 

Noise-induced  hearing  loss 

Sensorineural  hearing  loss  due  to 
loud  noise  exposure  can  be  ar- 
rested in  its  early  stages  and  re- 
versed with  appropriate  sound 


protection  devices  and, 
occasionally,  with  medication. 

The  early  warning  signs  after 
noise  exposure  include  fullness  in 
the  ear,  tinnitus  and  a temporary 
decrease  in  hearing  and  should  be 
seriously  addressed. 

Evaluation 

As  with  all  medical  disorders,  a 
thorough  history  forms  the  basis 
for  diagnosis  and  treatment.  Par- 
ticular attention  is  paid  to  ante- 
cedent ear  disease  or  surgery, 
trauma,  activity  at  the  time  of 
onset  and  symptoms  of  hearing 
fluctuation,  tinnitus,  vertigo  and 
ear  pressure.  Physical  examina- 
tion should  include  microscopic 
ear  examination  and  neurological 
examination.  Audiologic  evalua- 
tion should  include  measuring  the 
air  and  bone  conduction  with 
speech  discrimination.  Auditory 
brain  stem  responses  will  show 
the  status  of  eighth  nerve  and 
brain  stem  structures  if  hearing  is 
not  too  depressed. 

Electrocochleography  (ECoG) 
measures  the  electrical  activity 
within  the  cochlea  in  response  to 
sound  stimuli.  It  can  distinguish 
between  nerve  loss  originating  in 
the  cochlea  versus  the  eighth 
nerve  or  higher  structures. 
Meniere's  disease  often  gives  a 
distinctive  signature  on  ECoG. 
Vestibular  evaluation  consists  of 
electronystagmographv  (ENG) 
and  a fistula  test  with  ENG-im- 
pedance  testing  if  fistula  is  sus- 
pected. Posturography  often  is 
helpful  in  cases  of  confusing  bal- 
ance findings.  Radiologic  studies 
include  magnetic  resonance  imag- 
ing (MRI)  and  computed 
tomography  (CT).  MRI  is  used 
when  a tumor  is  suspected,  and 
CT  may  be  helpful  if  a fracture  or 
other  bony  abnormality  is  sus- 
pected. Laboratory  work  consists 
of  an  FTA/ABS,  complete  blood 
count  and  erythrocyte  sedimenta- 
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tion  rate,  unless  a specific  clinical 
entity  is  suspected. 

Summary 

Sudden  or  rapid  progressive  sen- 
sorineural hearing  loss  is  an 
otologic  emergency  demanding 
expeditious  evaluation  and  initia- 
tion of  therapy  if  the  patient's 
hearing  is  to  be  preserved.  Nine 
distinct  entities  have  been  identi- 
fied in  which  a patient's  hearing 
can  be  preserved,  stabilized  or 
restored  to  normal.  Early  inter- 
vention is  of  great  importance.  _1 

The  authors  are  with  The  Ear 
Institute  of  Indiana  in  Indianapolis. 
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To  Plan  The  Most  Successful 
Conference  Possible,  You  Really  Should 
Check  All  Your  Options. 


Features 

University  Place 

Hotels 

278-room  AAA  4-Diamond  hotel 

V0 

Resources  of  two  major  universities 

V0 

338-seat  auditorium  with  sloped  seating 

Unmatched  A/V  capabilities 

V0 

Award-winning  restaurants 

V0 

385-car  underground  garage 

u0 

Full-time  A/V  staff 

V0 

Tiirnkey  Conference  Planning  Service 

V0 

Skywalk  to  Olympic-class  sports  facilities 

V0 

Thirty  soundproof  meeting  rooms 

V0 

T\vo  tiered  meeting  rooms 

V0 

Videoconferencing 

V0 

U* 

Easy  access  to  Interstate  highways 

u0 

\ 

Chairs  comfort-rated  for  12  hours 

Computerized  audience  response  system 

V0 

Continuous  refreshment  service 

V0 

The  University  Place 
Conference  Center  & Hotel  offers 
all  the  options  you  should  expect 
to  make  your  conference  a 
success.  And,  probably  a few 
things  you'd  never  expect.  So,  if 
you’d  like  a free  information 
packet  on  the  features  listed  above, 

800-627-2700 

(In  Indiana  317-274-3196) 


call  800-627-2700.  Because 
once  you’ve  checked  us  out,  you 
won’t  even  consider  any  other 
location  as  an  option. 

University  Place 

Conference  Center  & Hotel 


On  the  Campus  of  Indiana  University  • Purdue  University 
INDIANAPOLIS 


Immunization  status  of 
2-year-olds  in  a prepaid 
health  care  system 


Abstract 

The  immunization  compliance  among  2-year-olds  in  a prepaid 
healthcare  system  in  Indianapolis  was  studied.  Since  appointments 
and  immunizations  are  covered  benefits,  immunization  rates  should 
approach  100%;  complete  immunizations  were  found  in  only  72%. 
Problems  identified  included  transient  membership,  failure  to  deter- 
mine immunization  status  on  patients,  reluctance  to  administer  immu- 
nizations to  children  with  mild  illnesses,  asking  patients  to  return  for 
administration  of  immunizations  without  a physician  exam  and  record- 
keeping errors. 


Mary  Jo  Stine,  M.D. 

Indianapolis 

Immunization  has  markedly 
decreased  morbidity  and  mortal- 
ity from  vaccine-preventable  com- 
municable disease.  Nonetheless, 
large  gaps  in  immunization  cover- 
age exist.  Surveys  in  1977  indi- 
cated that  30%  to  40%)  of  children 
ages  1 to  4 were  inadequately 
immunized.  In  that  year,  the  fed- 
eral government  began  the  Immu- 
nization Initiative  to  increase  the 
level  of  immunization  to  greater 
than  90%  among  school  children. 
Immunization  rates  improved  but 
inadequacies  persisted  among 
preschool  children;  requirements 
for  immunization  were  mandated 
to  enter  school  but  not  for 
preschoolers,  unless  they  were  in 
day  care.1 

No  satisfactory  approach  to 
determining  immunization  levels 
among  preschool  children  exists.2 
From  1959  to  1985,  the  Centers  for 
Disease  Control  contracted  with 
the  Bureau  of  Census  to  carry  out 
the  U.S.  Immunization  Survey. 
These  statistics  were  obtained 
through  telephone  surveys  of 
parental  recall,  and  their  accuracy 
was  questionable. 

The  1990  health  objectives  for 
the  nation  included  the  following 
goal;  At  least  90%  of  all  children 
by  age  2 should  have  completed 
their  immunization  series  for 


measles,  mumps,  rubella,  polio, 
diphtheria,  pertussis  and  tetanus. 
In  the  1985  U.S.  Immunization 
Survey,  only  77%  of  2-year-olds 
had  received  their  basic  series.34 

Immunization  compliance  is 
influenced  by  many  factors,  in- 
cluding socioeconomic  status,5 
parental  attitudes  and  knowledge 
about  immunizations,  mobility, 
concern  about  adverse  reactions6 
and  access  to  care.  These  barriers, 
however,  should  be  minimized  in 
a prepaid  health  care  system 
where  the  emphasis  is  on  preven- 
tion, and  office  visits  and  immuni- 
zations are  covered  benefits. 
Theoretically,  immunization  rates 
should  approach  100%  in  a pre- 
paid health  care  system. 

This  study  was  undertaken  to 
assess  the  immunization  compli- 
ance in  a stable  population  of  2- 
year-olds  in  a prepaid  health  care 
system.  Deficiencies  were  evalu- 
ated to  identify  problems  that 


could  be  corrected  by  the  system. 

Methods 

The  medical  charts  from  all  2- 
year-old  patients  from 
MetroHealth  at  Lafayette  Square 
in  Indianapolis  were  reviewed. 
These  patients  were  current  mem- 
bers who  were  between  their  sec- 
ond and  third  birthdays  at  the 
time  of  the  study  (July  1990). 

The  following  information  was 
noted  for  each  patient:  name, 
date  of  birth,  immunizations  ad- 
ministered and  any  reasons  for 
noncompliance. 

A complete  immunization 
status  required  documenting  that 
the  following  immunizations  had 
been  administered:  four  diphthe- 
ria-pertussis-tetanus shots,  with  a 
minimum  of  six  months  between 
the  third  and  fourth;  three  oral 
polio  vaccines;  one  measles- 
mumps-rubella  injection;  and  one 
immunization  for  Hemophilus 
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influenzae. 

Results 

Complete  immunizations  were 
documented  in  72%  of  the  136 
patients  (Table).  Of  those  patients 
whose  immunization  status  was 
known,  86%  were  complete  for 
polio  and  diphtheria-pertussis- 
tetanus,  88%>  for  measles-mumps- 
rubella  and  83%  for  Hemophilus 
influenzae. 

Incomplete  immunizations 
were  apparent  for  many  reasons. 
One  recurrent  problem  identified 
in  the  review  was  a lack  of  well- 
child  visits;  the  patient  may  have 
been  seen  many  times  but  only  for 
crisis  (sick)  visits.  Another  prob- 
lem was  the  lack  of  follow- 
through  when  a family  was  in- 
structed to  bring  the  child  back 
for  the  nurse  to  administer  the 
immunization  at  a later  date.  In 
two  cases,  immunizations  were 
refused  by  the  parents. 

Discussion 

The  immunization  rates  at 
MetroHealth  compare  favorably 
with  published  statistics.4 
Whereas  only  77%  of  2-year-olds 
in  the  United  States  in  1985  had 
received  a full  set  of  immuniza- 
tions against  polio,  compliance  in 
the  prepaid  health  care  system 
was  86%.  Measles-mumps-rubella 
rates  also  were  better,  88%  as 
compared  to  approximately  79%. 
Nonetheless,  immunization  rates 
can  and  should  be  better  in  the 
prepaid  health  care  system. 

Several  problems  become 
apparent  when  discussing  immu- 
nization compliance  in  2-year- 
olds.  Immunizations  are  not  en- 
forced in  this  younger  age  group. 

I Mandating  immunization  compli- 
ance at  school  entry  is  convenient 
but  can  result  in  immunizations 
being  postponed  until  the  child  is 
ready  for  school.  Children  need 
protection  via  immunizations 
from  diseases  when  they  are 


young  and  most  susceptible. 

Another  problem  in  the 
American  health  care  delivery 
system  is  mobility.7  Transient 
participation  in  various  systems 
make  it  difficult  to  interpret  com- 
pliance data  and  to  implement 
immunization  programs.  Pursu- 
ing previous  records  can  be  costly 
and  time-consuming.  If  a patient 
received  medical  care  from  mul- 
tiple sources,  it  may  be  difficult  to 
accurately  determine  the  immuni- 
zation status.  Health  care  provid- 
ers can  help  by  releasing  immuni- 
zation records  quickly  and  with- 
out a charge. 

Often  physicians  are  reluctant 
to  give  immunizations  when  a 
patient  has  a mild  illness.  Chil- 
dren, especially  those  in  day  care 
centers  who  would  benefit  most 
from  immunizations,  frequently 
have  minor  illnesses.  Continually 
deferring  immunizations  results  in 
immunization  delay.  The  Red 
Book*  states  that  minor,  nonfebrile 
illnesses  should  not  contraindicate 
the  use  of  vaccines.  In  children 
with  acute,  febrile  illnesses,  live 
viral  vaccines  can  still  be  given, 
but  diphtheria-pertussis-tetanus  is 
contraindicated. 

Health  care  providers  must 
convey  the  necessity  of  each  im- 
munization and  that  each  should 
be  administered  on  time.6  To  help 
improve  immunization  rates, 
tracking  systems  should  be  used 
to  remind  patients  that  immuniza- 
tions are  due,  and  cancelled  ap- 
pointments should  be  resched- 
uled. All  applicable  immuniza- 


tions should  be  given  simulta- 
neously.4 Immunization  records, 
which  have  been  shown  to  im- 
prove compliance,'0  should  be 
given  to  all  patients.  If  patients 
will  not  return  for  only  immuni- 
zation administration,  noted  sev- 
eral times  in  this  study,  schedul- 
ing a return  physician  visit  may 
improve  compliance. 

Improving  immunization 
compliance  is  a priority.  Two- 
year-olds  continue  to  be  inad- 
equately immunized,  despite  the 
availability  of  immunizations. 

This  study  challenges  health  care 
providers  to  administer  immuni- 
zations at  every  opportunity,  to 
vigorously  pursue  previous  im- 
munization records  and  to  pro- 
vide information  on  the  immuni- 
zation status  of  former  patients  if 
requested.  The  importance  of 
immunizations  should  be  stressed 
to  parents,  and  immunization 
records  should  be  given  to  pa- 
tients. □ 

Correspondence:  Mary  ]o  Stine, 
M.D.,  MetroHealth,  4850  Century 
Plaza  Road,  Indianapolis,  IN  46254. 
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Independent  Apartments  • Health  Care  Center 
12999  N.  Pennsylvania,  Carmel,  IN  46032 


RETIREMENT 

COMMUNITIES 


Do  you  have 
patients  in  the 
Seventy-Plus 
Generation? 


YES!  I would  like. . . 

□ To  schedule  an  appointment  to  visit 

□ To  be  called  with  more  details 

□ More  information  mailed  to  me 

Name: 


City/State/Zip: 

Phone:  ( ) 

Please  return  to:  Summer  Trace  Retirement  Communities 

12999  N.  Pennsylvania,  Carmel,  IN  46302 

IM  891 


TRACE 


They  are  active,  vibrant,  involved  people 
who  really  enjoy  living.  Independent  and 
resourceful,  they  are  young  at 
heart  and  want  to  get  the  most 
out  of  life. 

Active  Lifestyle 

At  Summer  Trace  Retirement 
Communities,  we've  created  a 
comprehensive  senior  adult 
life-style  that  offers  a variety 
of  personal  services  and 
amenities  within  an  active,  stimulating 
environment  that  emphasizes  personal 
independence  and  security. 

Variety  of  Apartments 

Independent  living  options  in 
studio,  one  and  two  bedroom 
apartments  are  available.  For 
those  in  need,  a full  service 
health  care  center,  for 
rehabilitation,  short  and  long 
term  stays,  is  also  available. 


Tell  Someone  You  Know 

If  you  have  patients  that  are  part  of  the 
Seventy-Plus  Generation,  you  might 
suggest  they  take  a look  at  one  of  their 
more  interesting  and  stimulating  life-style 
options,  and... 

COME  Live  WITH  US!  ■ 


Call  (317)  848-2448 


The  value  of  assays  in 
tricyclic  antidepressant 

therapy 


Abstract 


Studies  are  reviewed  showing  that  neurotoxicity  can  be  associ- 
ated with  plasma  tricyclic  antidepressant  (TCA)  assays  above  350  ng/ 
ml.  The  objective  ot  this  study  was  to  develop  guidelines  in  the  use  of 
plasma  TCA  assays  from  analysis  of  data  of  the  treatment  of  patients 
with  endogenous  depressions  and  panic  disorders  with  TCA  dosages  of 
100-300  mgm  per  day.  A total  of  38.5%  of  a small  group  of  patients 
treated  with  TCAs  and  concomitant  neuroleptic  therapy  had  plasma 
assays  above  350  ng/ml;  16.7%  of  a larger  group  of  patients  treated 
with  TCAs  alone  had  assays  above  that  level.  Guidelines  discussed  for 
the  use  of  plasma  TCA  assays  come  from  analysis  of  the  data  and 
case  vignettes. 


Courtney  G.  Clower,  M.D. 
Lafayette 

Therapeutic  drug  monitor- 
ing with  tricyclic  antidepressants 
(TCA)  has  an  established  role  in 
ensuring  effective  plasma  concen- 
trations but  may  be  even  more 
important  in  avoiding  toxicity 
problems,  analogous  to  lithium 
therapy  in  bipolar  affective  disor- 
der. A 10-30  fold  difference  in 
TCA  plasma  concentrations  is 
found  routinely  between  the  fast- 
est and  slowest  TCA  metabolizers 
who  are  receiving  the  same  dose 
of  a given  drug.1  Toxicity  will 
predictably  occur  in  up  to  5%  of 
patients  on  "standard  antidepres- 
sant dosages"  of  TCAs  when  drug 
monitoring  is  not  done.1  TCAs 
have  serious  and  potentially  fatal 
effects  on  the  heart  (e.g.,  delayed 
intracardial  conduction  and 
rhythm  disturbances)  and  on  the 
brain  (i.e.,  delirium  and  seizures). 
Central  nervous  system  (CNS) 
toxicity  can  be  particularly  treach- 
erous since  it  can  be  interpreted  as 
worsening  of  the  psychiatric  dis- 
order.: 

There  is  an  85%  chance  of 
cieveloping  an  amitriptyline-in- 
duced delirium  when  the  plasma 
amitriptyline  concentration  ex- 
ceeds 450  ng/ml,  and  a 35% 
chance  with  plasma  TCA  concen- 
trations above  300  ng/ml.1 
Asymptomatic  amitriptyline-in- 
duced electroencephalographic 


changes  occur  with  plasma  con- 
centrations above  350  ng/ml.1 
Overdose  data  indicate  that  coma 
and  seizures  routinely  occur  when 
TCA  concentrations  exceed  1,000 
ng/ml.1  Finally,  the  apparent  opti- 
mal plasma  drug  for  TCAs  is  300 
ng/ml,  and  only  150  ng/ml  for 
nortriptyline.2 

Concomitant  neuroleptic 
therapy  causes  a 50%  to  100% 
increase  in  TCA  concentrations.2 
Neuroleptic  drugs  are  prescribed 
frequently  with  TCA  in  patients 
with  severe  depression.  The 
neuroleptic  thioridazine  inhibits 
the  metabolism  of  TCAs  even  in 
the  low  dosages.3 

This  study  has  as  its  main 
goal  to  determine  whether  TCA 
dosages  regarded  as  effective  in 
treatment  of  endogenous  depres- 
sion and  panic  disorder,  i.e.,  100- 
300  mgm  per  day,  are  associated 
with  a significant  percentage  of 


TCA  assays  above  350  ng/ml, 
particularly  if  concomitant 
neuroleptic  therapy  is  employed. 
The  study  also  was  designed  to 
identify  all  patients  with  TCA- 
induced  neurotoxicity  as  well  as 
"fast  TCA  metabolizers."  Such 
data  would  suggest  guidelines  for 
the  use  of  and  need  for  plasma 
TCA  assays. 

Methodology 

During  an  18-month  period,  all 
patients  with  TCA  plasma  assays 
were  identified,  and  the  case  his- 
tories reviewed  by  the  author.  To 
be  included  in  the  data  analysis, 
patients  18  years  of  age  and  above 
must  have  been  on  TCA  dosages 
from  100  to  300  mg  per  day  for  at 
least  seven  days,  and  the  blood 
drawn  eight  to  12  hours  after  the 
last  TCA  dosage.  Plasma  assays 
were  done  by  the  Emit  method, 
which  has  cost  advantage  but 
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some  sensitivity  limitations'  in 
low  concentrations.  A "fast  TCA 
metabolizer"  is  defined  as  a pa- 
tient in  whom  plasma  TCA  con- 
centrations are  less  than  50  ng/ml 
with  TCA  dosage  of  at  least  150 
mg  per  day. 

Results 

In  this  study,  43  patients  varying 
in  age  from  18-76  years  were 
identified.  As  can  be  seen  in  the 
Table,  38.5%  of  a small  group  of 
patients  with  TCA  dosages  of  100- 
300  mg  per  day  and  concomitant 
neuroleptic  therapy  had  initial 
plasma  assays  above  350  ng/ml. 

A total  of  16.7%  of  a larger  group 
of  patients  with  TCA  dosages  of 
150-300  mg  per  day  had  initial 
plasma  assays  above  350  ng/ml. 
As  an  aid  in  understanding  the 
results  and  discussion,  four  brief 
case  vignettes  are  presented. 

1)  Ms.  A was  a 32-year-old 
treated  effectively  with 
desipramine  300  mg  hs  for  several 
months  for  a major  depressive 
disorder.  The  patient  then  was 
admitted  for  a brief  stay  at  a gen- 
eral hospital  with  an  acute  de- 
lirium. When  a desipramine  as- 
say was  reported  at  625  ng/ml, 
suggesting  a slow  metabolizer,  the 
dosage  was  decreased  to  150  mg 
hs.  The  patient  had  a recurrence 
of  depressive  symptoms.  A re- 
peat assay  was  slightly  below 
therapeutic  range  (73  ng/ml). 

The  desipramine  dosage  was  in- 
creased to  200  mg  hs,  and  the 
depression  abated.  Another 
desipramine  assay  was  135  ng/ 
ml. 

2)  Mr.  B was  a 58-year-old 
man  admitted  with  a psychotic 
depression.  Because  previous  de- 
pressions had  not  responded  to 
high  dosage  TCAs  and  were  con- 
sidered to  be  "refractory,"  lithium 
therapy  augmentation  had  been 
done.  There  was  a partial  re- 
sponse to  desipramine  150  mg.  hs 
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Table 


Number  of  patients  Under  350  mg/ml  Over  350  mg/ml 

13* 8 5 

30** 25  5 

* = Initial  TCA  dosage  100  to  300  mg  per  day  plus  neuroleptic 


= Initial  TCA  dosage  150  to  300  mg  per  day. 


and  perphenazine  8 mg  hs.  A 
desipramine  assay  was  reported 
as  less  than  50  ng/ml,  suggesting 
a "fast"  metabolizer.  Further  im- 
provement occurred  with  an  in- 
crease in  desipramine  to  200  mg 
hs.  A repeat  assay  was  78  ng/ ml. 
Recovery  occurred  with  a 
desipramine  increase  to  300  mg 
hs. 

3)  Ms.  C was  a 27-year-old 
woman  treated  effectively  with 
desipramine  150  mg  hs  and 
thioridazine  50  mg  TID  for  a ma- 
jor depressive  disorder.  When  a 
desipramine  assay  was  reported 
as  597  ng/ml,  thioridazine  was 
decreased  to  50  mg  BID.  A subse- 
quent desipramine  assay  was  275 
ng/ml.  The  patient  continued  to 
be  free  of  depression. 

4)  Ms.  D was  a 52-year-old 
woman  treated  effectively  with 
desipramine  150  mg  hs  for  a ma- 
jor depressive  disorder.  When  a 
desipramine  assay  was  reported 
as  494  ng/ml,  desipramine  was 
decreased  to  100  mg  hs.  A subse- 
quent desipramine  assay  was  still 
elevated  (373  ng/ml)  and 
desipramine  was  decreased  fur- 
ther to  75  mg  hs.  The  patient 
continued  to  be  free  of  depression. 

Discussion 

Failure  to  do  plasma  assays  has 
been  the  central  issue  in  some 
recent  malpractice  cases  involving 
TCA-associated  toxicities.'  The 
data  in  this  study  can  be  inter- 


preted as  indicating  that  it  is 
"state-of-the-art"  to  do  plasma 
TCA  assays  in  patients  treated 
with  dosages  of  150-300  mg  per 
day.  With  concomitant  neuro- 
leptic therapy,  assays  should  be 
done  with  dosages  of  100-300  mg 
per  day. 

Another  recent  malpractice 
suit  involved  a psychiatrist  who 
was  persuaded  by  a patient  to 
continue  the  TCA  dosage  despite 
a TCA  assay  of  800  ng/ ml.2  After 
the  patient  experienced  a TCA- 
associated  seizure  while  driving  a 
motor  vehicle,  a malpractice  suit 
was  filed.  The  physician  was  said 
to  be  negligent  in  not  reducing  the 
TCA  dosage.  The  data  in  this 
study  and  others2  suggest  that 
TCA  dosages  should  be  decreased 
immediately  with  assays  above 
450  ng/ml  and  even  above  350 
ng/ml.  As  noted  earlier,2  there  is 
no  benefit  in  prescribing  TCA 
dosages  associated  with  plasma 
assays  above  300  ng/ml. 

As  exemplified  by  Ms.  C,  this 
study  suggests  that  with  concomi- 
tant neuroleptic  therapy,  a useful 
initial  strategy  might  be  to  reduce 
the  neuroleptic  dosage  and  then 
obtain  another  plasma  assay.  As 
shown  by  Ms.  D,  a prudent  thera- 
peutic approach  is  to  decrease  the 
TCA  dosage  until  the  plasma  as- 
say falls  below  350  ng/ml.  As 
seen  with  Mr.  B,  there  is  a small 
percentage  of  patients  who  are 
"fast  TCA  metabolizers."  Such 


551 


patients  should  not  be  considered 
as  "refractory,"  warranting  aug- 
menting drug  strategies  such  as 
lithium  therapy,  unless  TCA  as- 
says are  clearly  in  the  therapeutic 
range. 

In  summary,  TCA  plasma 
assays  are  useful  in  identifying 
"slow"  and  "fast"  TCA 
metabolizers.  This  study  and 
others  demonstrate  that  it  has 
become  a standard  of  care  issue 
for  TCA  assays  to  be  done  with 
dosages  of  100-300  mg  per  day, 
particularly  with  concomitant 


neuroleptic  therapy.  Both  failure 
to  do  assays  in  those  cases  or  to 
decrease  dosages  (TCAs  or 
neuroleptics)  with  assay  levels 
may  be  considered  negligence  in 
malpractice  actions  when  associ- 
ated with  TCA-induced  serious 
neurotoxicity.  O 

The  author  is  director  of  the 
research  committee  at  Wabash  Valley 
Hospital  in  West  Lafayette  and  a 
clinical  associate  faculty  member  of 
the  Indiana  University  School  of 
Medicine  at  Purdue  University. 


Correspondence:  Courtney  G. 
Clower,  M.D.,  610  Main  St., 
Lafayette,  IN  47901. 
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It  you  or  someone  close  to  you  is 
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find  you  have  one  overwhelming  need. 

Information. 

You  may  hesitate  to  ask  your  doctor, 
and  instead  you  try  to  dig  out  the  facts 
yourself. 

That’s  why  Alliant  Cancer  HELPLINK 
was  created. 
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A confidential,  single  source  cancer 
information  service,  Alliant  Cancer 
HELPLINK1  is  staffed  by  registered 
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about  cancer. 
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with  any  kind  of  question  you  may  have. 

Because  even  though  cancer  may  be 
overwhelming,  getting  answers  shouldn't  be. 
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Radiology  Clinic 


Man  with  progressive 
lower  back  pain 


Mark  C.  Arvin,  M.D. 

Randy  L.  Gehring,  M.D. 

Jeffrey  L.  Crecelius,  M.D. 

Maria  F.  Curfman,  M.D. 

A 43-year-old  man  with 
lower  back  tenderness  and  left 
lower  extremity  pain  was  exam- 
ined. Clinical  history  revealed 
that  the  patient  worked  as  a pipe 
fitter,  a job  that  requires  heavy 
lifting,  and  the  symptoms  began 
one  month  earlier  while  he  was 
lifting  a lawn  ornament.  The  pa- 
tient reported  moderate  clinical 


improvement  but  reinjured  his 
back  in  the  shower,  causing  him 
to  seek  medical  advice. 

The  physical  exam  was  consis- 
tent with  a left  S-l,  radiculopathy, 
and  the  patient  was  treated  con- 
servatively with  bedrest.  The 
patient  grew  symptomatically 
worse,  and  a hard,  tender  lump  of 
the  lower  lumbar  spine  was  found 
on  palpation  during  the  follow-up 
exam.  At  this  time,  the  patient 
was  referred  to  neurosurgery  for 
evaluation. 

Plain  films  of  the  lumbar 
spine  revealed  destruction  of  the 


left  pedicle  of  L-5  (Figure  1).  Mag- 
netic resonance  imaging  (MRI)  of 
the  lumbar  spine  showed  a large 
mass  of  moderate  to  high-signal 
intensity  with  destruction  of  the 
posterior  elements  of  L-5  and 
extensive  epidural  extension  inte- 
riorly (Figure  2).  A lumbar 
myelogram  demonstrated  efface- 
ment  of  the  thecal  sac  with  dis- 
placement anteriorly  and  to  the 
right.  A subsequent  lumbar  com- 
puted tomograph  (CT)  again  dem- 
onstrated destruction  of  the  lami- 
nae and  left  pedicle  of  L-5,  with  a 
6 cm  soft  tissue  mass  extending 


Figure  1:  Lumbar  spine  film  with  destruction  of  the 
left  pedicle  of  L-5  (arrow). 


Figure  2:  Coronal  MRI  of  the  lumbar  spine  show- 
ing a large  mass  posterior  to  L-5  (arrow). 
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Figure  3:  Lumbar  CT  showing  destruction  of  the 
posterior  elements  of  L-5  (arrow). 


Figure  4:  Chest  CT  showing  the  infiltrate  in  the 
left  lower  lobe  (arrow). 


into  the  spinal  canal  as  well  as  the 
left  posterior  paraspinal  muscula- 
ture (Figure  3). 

The  patient  was  scheduled  for 
surgical  exploration  and  biopsy. 
Preoperative  chest  radiographs 
revealed  a left  lower  lobe  infil- 
trate. CT  of  the  chest  confirmed  a 
left  lower  lobe  infiltrate  with  mul- 
tiple air  bronchograms  and  mild 
left  hilar  adenopathy  (Figure  4). 
Laboratory  studies  were  signifi- 
cant only  for  a leukocytosis.  The 
patient  subsequently  had  surgery. 

The  differential  diagnosis  was 
metastatic  disease,  or  epidural 
abscess. 

Diagnosis 

Surgical  exploration  revealed  a 
large  pocket  of  pus  involving  the 
paraspinal  musculature  and  epi- 
dural space.  The  abscess  was 
drained,  and  the  area  was  locally 
debrided.  Microscopic  examina- 
tion of  the  abscess  contents  re- 
vealed yeast-like  organisms  with 
broad-based  buds  consistent  with 


Blastomyces  dermatiditis. 

North  American  blasto- 
mycosis is  an  uncommon  infection 
that  typically  affects  an  immuno- 
logically  intact  host.  It  is  a dimor- 
phic fungus,  growing  as  a myce- 
lium in  culture  but  proliferating 
like  a yeast  at  37°C  with  charac- 
teristic broad-necked  buds.  Like 
coccidioidomycosis,  it  has  a re- 
gional incidence  and  most  com- 
monly occurs  in  the  central  and 
southeastern  United  States.  In 
particular,  it  is  endemic  to  the 
Ohio,  Mississippi  and  Missouri 
river  valleys  as  well  as  the  west- 
ern shore  of  Lake  Michigan.1 

North  American  blasto- 
mycosis proliferates  in  the  soil. 
Most  infections  are  acquired  in 
wooded  areas  by  inhaling  air- 
borne spores.2  This  accounts  for 
the  increased  incidence  in  hunters 
and  rural  populations. 
Blastomycosis  is  equally  prevalent 
in  dogs,  leading  some  to  speculate 
that  the  disease  may  be  acquired 
by  contact  with  an  infected  dog. 


This  route  of  transmission  is  of 
minor  importance. 

The  lungs  and  skin  are  the 
principal  sites  of  infection.  Ap- 
proximately 20%  will  demonstrate 
genitourinary  involvement,  with 
bone  involvement  noted  in  25%  to 
50%.  Infections  are  largely 
subclinical;  however,  there  is  a 
higher  incidence  of  symptomatic 
infections  than  seen  in 
histoplasmosis.  One  series 
showed  50%  of  seropositive  sub- 
jects to  be  asymptomatic  follow- 
ing documented  exposure,  while 
one-third  had  mild  fever,  cough 
and  malaise.3  A chronic  form, 
clinically  similar  to  tuberculosis, 
also  is  possible. 

Pulmonary  involvement  is 
non-specific  and  classically  mani- 
fests as  a nonsegmental 
bronchopneumonia  with  acute  air- 
space involvement  leading  to  con- 
solidation. There  is  a slight  upper 
lobe  predominance.  Cavitation  is 
uncommon  and  seen  in  less  than 
15%.  The  next  most  common 
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presentation  is  single  or  multiple 
masses  that  may  mimic  carci- 
noma, especially  if  there  is  coex- 
isting adenopathy  or  bone  de- 
struction. Nodular  interstitial 
involvement  is  uncommon.  A 
miliary  pattern  is  possible  but 
rare.  Microscopically,  there  is  a 
suppurative  phase  followed  by  a 
granulomatous  phase,  although 
these  will  frequently  coexist.  In- 
fection may  disseminate  systemi- 
callv  from  the  lungs  or  invade  the 
chest  wall  by  direct  extension. 

Skin  involvement  is  at  least  as 
common  as  pulmonary  involve- 
ment, either  by  direct  inoculation 
of  a wound  or  secondary  to  sys- 
temic spread.  Clinically,  marked 
hyperplasia  of  the  epidermis  is 
seen,  which  will  characteristically 
overtie  dermal  or  subcutaneous 
pyogenic  or  granulomatous  in- 
flammation. It  may  even  be  mis- 
taken for  a neoplasm.  Chronic 
draining  sinuses  or  ulcerative 
lesions  are  possible  sequelae. 

Bone  involvement  is  common 
and  occurs  by  hematogenous 
spread  or  direct  extension.  It  is 
seen  most  commonly  in  the  verte- 
brae, ribs,  tibia,  carpus  or  tarsus.* 1 2 3 4 5 
Radiographic  findings  are  nonspe- 
cific. Bone  lesions  demonstrate 
periostitis  and  osteoporosis  and 
vary  from  a moth-eaten  pattern  to 


cystic  destructive  lesions  with 
sclerotic  margins.  Vertebral  in- 
volvement closely  mimics  that  of 
spinal  tuberculosis  with  destruc- 
tion of  vertebral  bodies  or  poste- 
rior elements  with  an  associated 
soft  tissue  mass/  Joint  involve- 
ment secondary  to  metaphyseal  or 
epiphyseal  spread  is  not  uncom- 
mon as  is  most  often  seen  in  the 
knee  and  ankle.  This  prompted 
Resnick  to  characterize  the  pulmo- 
nary-cutaneous-arthritic triad  of 
North  American  blastomycosis. 

Treatment  is  required  for 
chronic  pulmonary  disease  or 
systemic  dissemination.  Antifun- 
gal agents  such  as  amphotericin  B 
are  essential.  Local  debridement 
with  abscess  drainage  may  be 
necessary  for  bone  or  skin  in- 
volvement and  is  particularly 
necessary  with  spinal  involve- 
ment. Diagnosis  is  by  serum  ti- 
ters or  by  scraping  lesions  or  col- 
lecting sputum  with  microscopic 
examination  after  10%  potassium 
hydroxide.  The  prognosis  gener- 
ally is  excellent. 

After  surgery,  the  patient's 
pain  rapidly  diminished,  and  he 
was  able  to  walk  in  the  hallway 
without  assistance  two  days  after 
surgery.  The  patient  was  dis- 
charged following  the  placement 
of  a central  venous  line  for  home 


amphotericin  B administration. 
The  pulmonary  infiltrate  resolved 
and  was  not  evaluated  further.  □ 

Dr.  Arvin  is  a neuroradiology 
fellow  at  the  Indiana  University 
Medical  Center  in  Indianapolis.  Drs. 
Gehring  and  Crecelius  are 
neurosurgeons,  and  Dr.  Curfman  is 
an  internist,  all  at  the  Arnett  Clinic 
of  Lafayette. 


Section  editor:  Robert  D.  Tarver, 
M.D.,  Department  of  Radiology, 

Wishard  Memorial  Hospital,  Indiana 
University  Medical  Center,  1001  W. 

10th  St.,  Indianapolis,  IN  46202. 
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New  program  enables 
physicians  to  provide 
_care  to  HIV  patients. 


Paul  Chase 
Indianapolis 

Tune  1,  1991,  marked  a his- 
toric event  for  Indiana  and  the 
nation  concerning  the  care  and 
treatment  of  persons  living  with 
1 1 IV  disease.  Beginning  in  June, 
federal  funds  were  made  available 
to  finance  a range  of  early  inter- 
vention services  for  HIV-infected 
people.  Eligible  people  must  meet 
certain  financial  guidelines  and 
must  be  uninsured  or  under- 
insured. The  program  is  not 
available  to  Medicaid  recipients. 

The  funding  source  for  the 
Indiana  HIV  Early  Intervention 
Program  (EIP)  is  a 
grant  from  Title  II 
of  the  Ryan  White 
C.A.R.E.  Act  en- 
acted by  Congress 
in  1990.  Approxi- 
mately $621,000  is 
available  for  Indi- 
ana residents  for 
fiscal  year  1991 . 

This  amount  was 
determined  ac- 
cording to  a for- 
mula grant  based 
on  the  number  of  reported  cases 
of  AIDS  and  will  increase  propor- 
tionately in  subsequent  years. 

Two  components  are  being 
funded  under  this  program,  ad- 
ministered jointly  by  the  Indiana 
State  Board  of  Health  and  the 
Indiana  Department  of  Public 
Welfare.  One  component  uses 
funds  to  expand  the  state-admin- 
istered AIDS  Drug  Assistance 
Program  (ADAP).  Financed  ex- 
clusively with  federal  money,  this 
program  previously  subsidized 
Retrovir  (AZT)  for  eligible  people. 


As  of  June  1,  1991,  ADAP  began 
paying  for  a second  category  of 
U.S.  Food  and  Drug  Administra- 
tion-approved therapeutic  drugs 
that  have  been  determined  to 
prolong  life  or  prevent  the  serious 
deterioration  of  health  from  HIV 
disease.  Drugs  such  as 
Pentamidine,  Septra,  Bactrim, 
Leucovorin  and  Dapsone  are  in- 
cluded in  this  category. 

Under  the  other  component, 
funds  are  being  used  to  help  HIV- 
positive people  to  access  primary 
health  care  and  other  medical, 
laboratory,  dental  and  supportive 
services.  EIP  will  reimburse  en- 
rolled providers  for  a limited 
number  of  services  specified  in  an 


HIV  protocol  that  has  been  devel- 
oped for  this  purpose  by  the  Mid- 
west AIDS  Training  and  Educa- 
tion Center  (MATEC/Indiana). 
Providers  must  agree  to  follow 
the  HIV  medical  protocols  and  to 
accept  the  program's  reimburse- 
ment as  payment  in  full  for  cov- 
ered services. 

The  Indiana  HIV  Early  Inter- 
vention Program  is  occurring  at  a 
strategically  significant  time  in  the 
development  of  more  comprehen- 
sive services  for  persons  affected 
by  HIV  disease.  It  also  represents 


an  important  first  step  in  the 
implementation  of  a major  recom- 
mendation set  forth  in  the  HIV/ 
AIDS  Health  and  Human  Services 
Plan  for  Indiana.  This  plan  was 
developed  last  year  through  a 
federal  grant  to  the  Indiana  State 
Board  of  Health,  which  in  turn 
subcontracted  with  The  Damien 
Center,  the  largest  AIDS  service 
organization  in  Indiana. 

The  Damien  Center  in  India- 
napolis developed  this  plan  with 
the  assistance  of  more  than  800 
people  from  the  public  and  pri- 
vate sectors  throughout  Indiana. 
Its  259  recommendations  are 
based  on  a multidimensional  HIV 
needs  assessment  that  included  a 
consumer  sur- 
vey, focused 
discussion 
groups  with 
both  consumers 
and  service  pro- 
viders, inter- 
views with  key 
informants  and 
task  force  analy- 
sis. 

The  services 
plan  promotes  a 
comprehensive, 
coordinated  and  statewide  ap- 
proach to  the  delivery  of  a full 
continuum  of  health  and  human 
services  to  people  living  with  HIV 
disease. 

As  a prerequisite  to  identify- 
ing service  needs  and  associated 
costs  to  augment  existing  pro- 
grams or  develop  new  ones,  it 
was  necessary  to  more  accurately 
determine  the  number  of  persons 
living  with  HIV/ AIDS  in  Indiana 
and  to  project  increases  through 
1992,  the  time  period  covered  by 
the  plan.  Statistics  issued  by  the 


Statistics  issued  by  the  Indiana  State  Board 
of  Health  revealed  that  more  than  82% 
of  the  estimated  17,500  HIV-infected  people 
in  the  state  in  1990  had  not  been  tested 
and  were  unaware  with  any  certainty 
of  their  seropositive  status. 
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Indiana  State  Board  of  Health 
revealed  that  more  than  82%  of 
the  estimated  17,500  HIV-infected 
people  in  the  state  in  1990  had  not 
been  tested  and  were  unaware 
with  any  certainty  of  their 
seropositive  status.  As  a result, 
many  recommendations  focus  on 
the  need  to  educate  people  about 
behaviors  that  place  them  at  in- 
creased risk  of  infection  to  encour- 
age more  people  to  receive  risk 
reduction  counseling  and  HIV 
antibody  testing.  Similarly,  a 
major  objective  of  the  state  plan  is 
to  establish  services  that  people  in 
earlier  stages  of  HIV  disease  can 
access  once  their  HIV-positive 
serostatus  is  determined.  The  EIP 
makes  this  possible  through  finan- 
cial assistance  for  the  many 
people  with  no  other  resources  to 
pay  for  such  care. 

The  Damien  Center  is  now 
engaged  in  a program  that  seeks 
to  implement  many  of  the  plan's 
recommendations  through  a steer- 
ing committee  and  a series  of 
working  groups  in  key  service 
areas. 


The  willingness  of  primary 
care  physicians  to  treat  HIV-in- 
fected people  is  a vital  concern. 
The  needs  assessment  revealed 
that  most  HIV-infected  people 
were  being  treated  by  the  few 
infectious  disease  specialists 
within  the  state.  These  physicians 
indicate  that  their  services  are 
being  over-utilized  despite  the 
fact  that  many  of  their  clients' 
needs  can  be  met  by  primary  care 
physicians. 

In  view  of  projected  increases 
in  known  cases  of  HIV  infection, 
infectious  disease  specialists  can- 
not be  expected  to  manage  new 
cases,  nor  do  the  service  needs  of 
these  people  require  the  expertise 
of  infectious  disease  specialists  in 
most  cases.  Instead,  the  burden  of 
caring  for  HIV-infected  people 
must  be  distributed  more  evenly 
among  primary  care  physicians 
throughout  the  state. 

The  EIP  provides  a mecha- 
nism for  accomplishing  this  objec- 
tive. Through  the  availability  of 
treatment  protocols  and  reim- 
bursement procedures,  incentives 


are  now  in  place  to  encourage 
physicians  to  care  for  people  liv- 
ing with  HIV  disease. 

However,  the  EIP  cannot 
change  attitudes  among  service 
providers  concerning  EIIV  infec- 
tion and  AIDS.  As  long  as  dis- 
crimination exists,  a growing 
number  of  people  will  find  it  diffi- 
cult to  access  life-prolonging  ser- 
vices. While  the  HIV  Services 
Implementation  Program  for  Indi- 
ana will  continue  to  advocate 
against  discrimination,  the  service 
provider  community  is  being  chal- 
lenged through  the  EIP  to  fulfill 
its  obligations  to  people  in  need  of 
vital  services. 

Only  time  will  allow  us  to 
measure  the  success  of  this  new 
program.  Unfortunately,  people 
living  with  HIV  disease  do  not 
have  the  luxury  of  time.  O 

Paul  Chase  is  program  director  of 
the  HIV  Services  Implementation 
Program  at  The  Damien  Center  in 
Indianapolis. 
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Look-alike  and  sound-alike  drug  names 

SOMATREM 

SOMATROPIN 

Category: 

Growth  hormone 

Growth  hormone 

Brand  name: 

Protropin,  Genentech 

Humatrope,  Lilly 

Generic  name: 

Somatrem 

Soma  tropin 

Dosage  forms: 

Powder  for  injection 

Powder  for  injection 

SULFADIAZINE 

SULFASALAZINE 

Category: 

Sulfonamide 

Sulfonamide 

Brand  name: 

Sulfadiazine  (various) 

Azulfidine,  Pharmacia 

Generic  name: 

Sulfadiazine 

Sulfasalazine 

. Dosage  forms: 

Tablets 

Tablets,  oral  suspension 

■ drug  names 

Benjamin  Teplitsky,  R.  Ph. 
Brooklyn,  N.Y. 

X_/ook-alike  and  sound-alike 
drug  names  can  be  misinterpreted 
by  a nurse  reading  doctors'  orders 
or  by  a pharmacist  compounding 
physicians'  prescriptions. 

Such  misunderstandings  can 
result  in  the  administration  of  a 
drug  not  intended  by  the  pre- 
scribes Awareness  of  such  look- 
alike  and  sound-alike  drug  names 
can  reduce  potential  errors.  J 
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Kete  Cockrell,  M.D. 

Plainfield,  Ind. 

F entanyl  and  fentanyl  de- 
rivatives are  effective,  if  not  essen- 
tial, adjunctive  agents  in  the  prac- 
tice of  anesthesiology.  Until  re- 
cently, fentanyl  administration 
was  almost  exclusively  an  operat- 
ing room  event.  In  this  setting, 
where  narcotics  are  rigidly  con- 
trolled and  operating  room  per- 
sonnel are  closely  supervised, 
opportunities  to  divert  the  drug 
are  limited.  However,  despite 
controls  and  supervision,  most 
chemically  dependent  anesthesi- 
ologists diagnosed  in  the  last 
three  to  five  years  list  fentanyl  as 
their  drug-of-choice  and  admit  to 
diverting  fentanyl  from  operating 
room  supplies. 

Fentanyl  is  no  longer  exclu- 
sively administered  in  the  operat- 
ing room.  A fentanyl  trans-derm 
patch  is  being  marketed  to  treat 
chronic  pain  syndrome.  Emer- 
gency rooms,  surgery  centers  and 
outpatient  clinics  are  using 
fentanyl  and  fentanyl  derivatives 
during  outpatient  surgical  and 
diagnostic  procedures.  Generally, 
narcotic  control  and  personnel 
supervision  in  these  settings  are 
significantly  less  effective  than  in 
hospital-based  operating  rooms. 
Consequently,  more  physicians 
and  other  health  care  profession- 
als are  being  exposed  to  fentanyl 
in  environments  with  less  control 
and  supervision.  Predictably, 
diversion  for  experimental  use 
with  resulting  abuse  and,  possi- 
bly, dependence  will  increase 
accordingly. 

Experimental  use  of  fentanyl 
is  triggered  by  curiosity,  associa- 
tion and  availability.  Observing 
the  relief  and  euphoria  exhibited 
by  patients  receiving  fentanyl 
arouses  a health  care  profes- 


Fetanyl  - Cocaine  of  the  '90s? 


sional's  curiosity.  He  wonders 
what  it  would  be  like  to  relieve 
his  emotional  and  physical  dis- 
comfort and  experience  the  eu- 
phoria as  a bonus.  Daily  associa- 
tion with  repeated  administrations 
and  observed  results  increases  the 
curiosity  and  rationale  for  use. 
Eventually,  the  intellectual  and 
psychological  conditioning  neces- 
sary to  motivate  usage  is 
achieved.  Once  motivated  to  use 
chemicals,  people  frequently  work 
through  the  desire  to  use  due  to 
the  inaccessibility  of  the  chemi- 
cals. However,  with  fentanyl,  the 
drug  is  essentially  in  hand,  negat- 
ing this  important  deterrent  to 
diversion  and  use. 

The  first  experience  with 
fentanyl  has  been  described  as  an 
"incredible  erotic  and  ecstatic 
high,  surpassing  any  prior  similar 
feelings  and  fulfilling  one's  fanta- 
sies." The  high  is  fleeting,  lasting 
less  than  10  minutes,  and  immedi- 
ately followed  by  a craving  for 
more  of  the  drug  and  a desire  to 
re-experience  the  "unbelievable 
high."  The  cycle  of  desire,  use, 
high  and  craving  is  established 
with  the  first  use  and  continues. 
Fentanyl  addicts  say  they  use  the 
drug  to  try  to  recapture  that  first 
high  but  were  never  successful. 

Understanding  the  physiology 
of  fentanyl  explains  the  events 
surrounding  a person's  first  use  of 
the  drug.  Fentanyl  usually  is 
administered  intravenously.  On- 
set of  action  is  within  seconds. 
Therapeutic  effects  are  achieved 
with  minimum  amounts  of  the 
drug.  Half-life  is  short  due  to  its 
distribution  characteristics.  Side 
effects  are  negligible  at  therapeu- 
tic dosage  levels.  Because  it  is  a 
synthetic  narcotic,  the  drug  is 
addictive,  and  significant  toler- 
ance develops  with  each  dose 
administered. 

Along  with  its  addict-attrac- 


tive physiology,  fentanyl  is  con- 
sidered a "designer  drug"  by 
drug  users.  Fentanyl  addicts  con- 
sider themselves  "drug  connois- 
seurs" and  occupy  a self-ap- 
pointed, higher  social  class  than 
other  "druggies."  They  feel  supe- 
rior and  frequently  feed  their  de- 
nial and  resistance  to  treatment  by 
claiming  that  treatment  programs 
designed  for  other  addictions  can- 
not possibly  be  effective  for 
fentanyl  addicts  because  of  their 
uniqueness. 

Similarly,  cocaine  addicts 
have  described  cocaine  as  de- 
signer, unique,  erotic,  ecstatic  and 
upper-class.  An  addict's  first 
cocaine  "high"  has  been  described 
as  "overwhelmingly  erotic  and 
ecstatic."  Onset  of  action  is  7 
seconds  when  inhaled  and  21 
seconds  intravenously.  The  high 
is  fleeting,  lasting  less  than  10 
minutes.  Craving  and  desire  are 
generated  immediately  after  the 
high.  The  initial  high  is  never 
repeated,  and  the  drug  is  so  ad- 
dictive that  one  or  two  uses  can 
create  dependence.  , . 

In  the  early  1970s,  these  char- 
acteristics made  cocaine  so  desir- 
able that  its  use  became  epidemic 
in  the  United  States.  By  the  mid 
1980s,  cocaine  use  had  started  to 
decline;  however,  with  the  intro- 
duction of  an  inexpensive  form  of 
cocaine,  known  as  crack,  usage 
has  again  achieved  epidemic  pro- 
portions. The  use  of  cocaine  by 
physician  addicts  has  followed 
these  national  trends. 

Not  only  is  cocaine  addiction 
widespread  among  addicted  phy- 
sicians, but  treatment  has  pro- 
duced limited  results.  At  a recent 
national  meeting  of  State  Physi- 
cian Health  Program  Directors, 
representing  21  states,  reportedly 
only  three  physicians  addicted  to 
inhaled  and  intravenous  cocaine 
were  in  recovery  (drug  free) 
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longer  than  12  months.  The  short 
half-life  of  cocaine  and  its  free 
distribution  characteristics  make 
its  detection  in  body  fluids  diffi- 
cult; therefore,  monitoring  a co- 
caine-addicted physician's  recov- 
ery is  hazardous  and  complicated. 

Experience  with  treating 
fentanyl-addicted  physicians  has 
not  been  as  dismal  as  that  of  co- 
caine users.  Still,  the  relapse  rate 
with  fentanyl  is  so  great  that  most 
fentanyl-addicted  anesthesiolo- 
gists are  required  to  take  Trexan, 
under  observation,  as  a stipulation 
to  the  continued  practice  of  anes- 
thesiology. Random  drug  screens 
also  are  obtained  to  detect  the 
presence  of  Trexan  and  fentanyl. 
Effective  doses  of  fentanyl  pro- 
duce minute  amounts  excreted  in 
the  urine,  making  detection  diffi- 
cult and  expensive.  Special  han- 
dling is  required  for  urine 
samples,  and  few  laboratories  are 
capable  of  performing  fentanyl 
urine  determinations. 

Data  concerning  the  treatment 


outcomes  of  fentanyl-addicted 
anesthesiologists  have  been  re- 
viewed and  correlated  to  relapse 
risk.  The  results  justify  recom- 
mending to  first-  or  second-year 
anesthesiology  residents  that  they 
pursue  some  other  specialty  with 
less  exposure  to  mind-altering 
drugs.  Stages  with  criteria  have 
been  established  as  guidelines  to 
recommend  when  or  if  a third- 
year  anesthesiology  resident  or 
anesthesiologist  should  return  to 
practice.  Three  stages  are  identi- 
fied, resulting  in  one  of  the  fol- 
lowing recommendations  being 
made  after  completion  of  the  ini- 
tial treatment:  1)  immediate  re- 
turn; 2)  two-year  leave  of  absence; 
and  3)  change  of  specialty  before 
re-entering  active  medical  prac- 
tice. 

In  summary,  fentanyl  and 
fentanyl  derivatives  have  become 
drugs-of-choice  for  addicted  anes- 
thesiologists and  other  health  care 
providers,  despite  limited  use 
under  restrictive  control  and  su- 


pervision. Similarities  to  cocaine 
with  comparable  "erotic  and  ec- 
static highs"  have  given  fentanyl  a 
designer  status  among  drug-users. 
Indications  for  legitimate  medical 
use  of  fentanyl  are  increasing, 
resulting  in  wider  dissemination 
of  the  drug  into  less  restrictive 
environments,  including  direct 
prescriptions  to  outpatients. 

Fentanyl  and  fentanyl  deriva- 
tives abuse  and  dependency  could 
reach  epidemic  proportions  in  the 
1990s.  Preventive  measures,  in- 
cluding strict  adherence  to  nar- 
cotic control  and  personnel  super- 
vision, coupled  with  intensive 
medical  staff  education  programs, 
should  be  considered  to  minimize 
the  potential  disastrous  conse- 
quences to  physicians  and  other 
health  care  providers.  □ 

The  author  is  medical  consultant 
to  the  ISMA  Physician  Assistance 
Program. 


ENHANCE  THE  SUCCESS  OF  YOUR  GROUP  PRACTICE 

PHYSICIANS  INSURANCE  COMPANY  OF  INDIANA 
OFFERS 

RISK  MANAGEMENT  SURVEYS 


Topics  addressed: 


* Office  Management 

* Test  Results 

* Patient  Complaints 

* Hospital  Patient  Services 

* Medical  Records 

* Scheduling 


Billing  / Insurance 
Prescriptions 
Patient  Education 
Informed  Consent 
Documentation 
Medications 


The  cost  for  Survey  visit  plus  In-Service  is  $395.  For  more 
information,  contact  PICI’s  Director  of  Risk  Management  Surveys 
800-284-7424  or  317-469-4100 
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Sue  Schneider 

ISMA-Auxiliary  Public  Relations 
Chairman 


The  Indiana  State  Medical 
Association  Auxiliary  (1SMA-A)  is 
planning  many  projects  this  year, 
including  recruiting  new  members 
and  renewing  the  commitment  of 
existing  members. 

This  summer,  auxilians  across 
the  state  will  be  invited  to  join  or 
renew  their  memberships.  Please 
consider  joining  the  ISMA-A. 

Only  by  working  together  can  we 
truly  make  a difference. 

The  ISMA-A  began  in  1924, 
when  Frank  W.  Cregor,  M.D.,  an 
Indianapolis  physician  and  ISMA 
president,  read  about  the  AMA's 
auxiliary,  which  was  approved  by 
the  AM  A May  24,  1922.  He  read 
that  an  auxiliary  meeting  was  to 
be  held  during  the  AMA  conven- 
tion in  Chicago  and  suggested 
that  his  wife  attend.  Mrs.  Cregor 
attended  the  meeting  and  was 
warmly  welcomed.  She  also  at- 
tended the  1925  AMA  Auxiliarv 
meeting  in  Atlantic  City  and  was 
Indiana's  only  representative. 

In  the  fall  of  1925,  the  ISMA 
House  of  Delegates  approved  Dr. 
Cregor's  report,  recommending 
the  formation  of  an  ISMA  auxil- 
iary. 

A state  auxiliary  cannot  exist 
until  there  is  at  least  one  constitu- 
ent auxiliary,  so  the  Auxiliary  to 
the  Indianapolis  Medical  Society 
was  formed  Oct.  22,  1926,  in  the 
Nurse's  Auditorium  at  the  India- 
napolis City  Hospital  (now 
Wishard  Hospital).  Mrs.  Charles 


F.  Voyles  was  elected  the  first 
medical  auxiliary  president  in 
Indiana. 

On  Sept.  8,  1927,  other 
doctor's  spouses  from  five  or  six 
counties  joined  the  Indianapolis 
Medical  Auxiliary  at  the  Women's 
Department  Club  to  organize  the 
state  medical  auxiliary.  Mrs. 
Frank  Cregor  was  elected  the  first 
state  president. 

Madison  County  joined  Oct. 
18,  1927;  Vigo  County  joined  Nov. 
22,  1927;  Vanderburgh  County 
joined  in  October  or  November 
1927;  Carroll  County  joined  in 
April  1928;  and  Delaware  County 
joined  in  May  1928. 

Today,  the  ISMA-A  is  com- 
posed of  25  component  county 
auxiliaries.  It  is  a portion  of  a 
federated  structure  of  county, 
state  and  national  organizations 
that  make  up  the  AMA  Auxiliary. 
Its  members  are  spouses,  widows 
or  widowers  of  physicians  who 
use  their  talents  and  abilities  to 
help  people  achieve  and  maintain 
optimum  healthy  living. 


needs;  and  support  health-related 
charitable  endeavors. 

Benefits  of  ISMA-A  member- 
ship include:  associating  with  one 
of  the  most  constructively  in- 
volved health  organizations  in 
Indiana;  knowing  and  working 
with  other  physician  spouses; 
having  a voice  in  local  and  state 
affairs  of  the  auxiliary;  using  the 
state  board  and  committee  mem- 
bers as  a resource  for  speakers 
and  information;  receiving  The 
Pulse  newsletter;  participating  in 
leadership  training  and  education 
seminars;  improving  health  care 
and  medical  practice  by  influenc- 
ing legislation;  providing  financial 
assistance  to  medical  students, 
interns  and  residents;  and  sup- 
porting important  scientific  and 
medical  research. 

For  ISMA-A  membership  in- 
formation, contact  Rosanna  Iler, 
ISMA,  322  Canal  Walk,  India- 
napolis, IN  46202-3252,  (317)  261- 
2060  or  1-800-969-7545. 

Important  dates 


The  ISMA-A  and  the  AMA 
Auxiliary  have  one  purpose:  to 
serve  the  people  of  this  nation  by 
ensuring  quality  health  and  health 

Sept 

. 25-26 

Executive  Com- 
mittee meeting/ 
Open  board  meet- 
mg. 

care  for  all  through  a federation  of 
concerned,  active  physicians' 
spouses. 

The  objectives  of  the  ISMA-A 

Oct. 

6-8 

Leadership 
Confluence  I for 
county  presidents- 
elect  in  Chicago. 

are  educational  and  charitable. 
Specifically,  they  are  to:  assist  the 
ISMA  in  its  program  for  the  ad- 
vancement of  medicine  and  public 
health;  participate  in  any  en- 

Oct. 

17 

Fun  & Farsighted 
Fundraising,  a 
seminar  for  AMA- 
ERF  chairmen  at 
the  ISMA. 

deavor  or  request  of  the  ISMA; 
coordinate  and  advise  concerning 
the  activities  that  meet  health 

Oct. 

17 

Long-Range  Plan- 
ning Committee 
meeting.  O 
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DOCTORS  MAKE 
REVOLUTIONARY 


Physicians  in 
Indianapolis  have 
found  a hospital  that 
knows  how  to  take 
care  of  physicians  as  well  as  patients. 
They’ve  discovered  the  new  MidWest 
Medical  Center.  And  already,  most  like 
what  they’ve  seen. 

In  a recent  survey,  we  asked  phy- 
sicians how  we  could  build  the  perfect 
hospital.  We  listened,  then  went  to  work 
modifying  services  to  best  accommodate 
their  needs.  This  included  offering  a 
fax-link  service  for  conveniently 
arranging  and  confirming  appointments 
and  expediting  test  results,  as  well  as 
changing  office  procedures  for  optimum 
efficiency.  Plus,  two  new  patient 
programs  - one  for  reducing  check-in 
time,  the  other  for  preadmitting  - are 


also  being 
developed. 

But,  some  things 
were  too  good  to 
change  - like  our  nursing  staff. 
Physicians  were  already  more  than 
satisfied  with  our  nurses,  especially  in 
such  important  areas  as  skill  level  and 
attitude  towards  physicians  and  visitors. 
Patients  have  also  been  impressed.  In 
seven  key  categories,  over  90  percent  of 
those  surveyed  gave  us  high- marks. 

Many  of  Indianapolis’  best  doctors 
are  finding  everything  they  need  at  the 
new  MidWest  Medical  Center.  Maybe 
it’s  time  you  discovered  the  hospital 
that’s  revolutionizing  healthcare  in 
Indianapolis.  Just  contact  Pam  Morrow 
at  927-2407  for  a guided  tour  of  our 
facility. 


MIDWEST 


MEDICAL 


Knowledge 


CENTER 


3232  North  Meridian  Street  • Indianapolis,  IN  46208  • (317)  924-3392 


©1991  MidWest  Medical  Center 


Dear  Carl, 

Congratulations  on  your  new  medical  staff  leadership 
position!  Now  you're  not  only  a physiciati  - 
you  need  to  be  a manager,  negotiator,  arbitrator, 
and  even  a parliamentarian . I wish  I had  received 
some  special  training  when  I first  took  a position 
like  yours! 


Sincerely, 

Helen 


Do  you  have  the  skills  to  do  the  job? 


Chief-of-staff.  Department  chairman.  Committee  chair. 

Tough  jobs,  but  somebody  has  to  do  them  — sometimes  even  with  no 
formal  training  and  little  leadership  experience. 

Now,  through  a new  American  Medical  Association  training  program,  you 
can  sharpen  the  skills  you  need  to  face  the  challenges  of  leadership  with 
confidence  and  authority. 


Interactions: 
A Medical 
Staff 

Leadership 

Program 

Learn 
from  the 
Experienced 


Take 

the 

Challenge 


This  intensive  day-and-a-half  program  will  help  sharpen  your 
ability  to: 

• Resolve  conflict  among  peers 

• Negotiate  with  the  board  and  administration 

• Manage  medical  staff  affairs 

• Develop  bylaws  that  enhance  staff  effectiveness 

• Run  meetings  effectively  and  purposefully 

Interactions  was  developed  by  experts  in  medical  staff  leader- 
ship and  field  tested  by  more  than  100  medical  staff  leaders 
nationwide.  The  faculty  includes  experienced  physician  leaders 
as  well  as  management  and  legal  experts.  Program  features 
lectures,  discussions,  and  break-out  sessions  on  all  aspects  of 
medical  staff  leadership. 

If  you  have  recently  been  chosen  for  an  important  leadership 
position  — - chief  of  staff,  department  chairman,  committee 
chair,  or  another  key  post  — Interactions  will  develop  the  skills 
and  confidence  to  succeed  in  your  new  role. 

Choose  the  dates  and  location  that  are  best  for  you. 

September  6-7,  1991  October  18-19,  1991 

Seattle,  Washington  Boston,  Massachusetts 


Sign  up  today! 


AMA  members  $395  Non-members  $495  CF  030091 
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CARDIOLOGY  - DIAGNOSTIC  & INTERVENTIONAL 


NASSER,  SMITH  AND  PINKERTON  CARDIOLOGY,  INC. 


William  K.  Nasser,  M.D. 
Michael  L.  Smith,  M.D. 

Cass  A.  Pinkerton,  M.D. 
James  W.  VanTassel,  M.D. 
Dennis  K.  Dickos,  M.D. 
John  D.  Slack,  M.D. 

Charles  M.  Orr,  M.D. 

Jane  Howard,  M.D. 

James  H.  Adlam,  M.D. 

V.  Michael  Bournique,  M.D. 
Frank  J.  Green,  M.D. 

Nancy  A.  Branyas,  M.D. 
Charles  P.  Taliercio,  M.D. 
Bruce  F.  Waller,  M.D. 
Thomas  F.  Peters,  M.D. 

Azim  Saqib,  M.D. 

Lawrence  E.  Gering,  M.D. 


providing 

Cardiology  & Cardiac  Catheterization 
Transesophageal  Echocardiography 
Doppler  & Echocardiography 
Exercise  Stress  Testing 
Coronary  Angioplasty 
Nuclear  Cardiology 
Pacemaker  Surveillance 
Holter  Monitoring 
Percutaneous  Valvuloplasty 
Electrophysiology  Testing 
Coronary  Atherectomy 
Myocardial  Biopsy 
Automatic  Implantable 
Cardioverter  Defibrillator 
Signal  Averaged  Electrocardiography 


Office:  317-871-6666 
1-800-732-1482  (Indiana) 
1-800-CHD-PTCA  (Indiana) 
1-800-CAD-PTCA  (National) 
FAX:  317-  871-6019 


Suite  400 

St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Indianapolis,  Indiana  46260 


Kokomo  Office: 
620  South  Berkley 
Kokomo,  IN  46901 
317-456-1605 
FAX:  317-457/3929 


THE  HEART  CENTER  OF  INDIANA 
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CARDIOLOGY 


FORT  WAYNE 

CARDIOLOGY 


Basil  C.  Genetos,  M.D.,  F.A.C.C. 
Robert  W.  Godley,  M.D.,  F.A.C.C. 
Michael  J.  Mirro,  M.D.,  F.A.C.C. 
Kevin  J.  Kelly,  M.D.,  F.A.C.C. 

Fred  Doloresco,  M.D.,  F.A.C.C. 
John  F.  Phillips,  M.D.,  F.A.C.C. 


Patrick  J.  Daley,  M.D.,  F.A.C.C. 
William  W.  Wilson,  M.D.,  F.A.C.C. 
James  J.  Heger,  M.D.,  F.A.C.C. 
Raymond  E.  Dusman,  M.D.,  F.A.C.C. 
Charles  F.  Presti,  M.D. 

Stephen  E.  Brown,  M.D. 


Practice  Limited  to  Cardiology 


(Physician  Referral  Only) 

Fort  Wayne  Cardiology,  Inc. 

P.  O.  Box  5603 
1912  Carew  Street 
Fort  Wayne,  IN  46895-5603 
(219)482-4865 
1 -800-637-6505(lndiana) 

1-800-334-4371  (Ohio,  Michigan,  Kentucky,  Illinois,  Indiana) 
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Cardiology  Consultants  is... 

HEART 


CENTEl 

'pant 


Robert  E.  Swint,  Sr.,  M.D. 
Mark  A.  Jones,  M.D. 

David  A.  Kaminskas,  M.D. 
Gary  A.  Hambel.  M.D. 

Mary  H.  Heintz,  M.D. 

Ravi  N.  Bathina,  M.D. 
Gregory  C.  Tomlinson,  M.D 
Brian  T.  Lew,  M.D. 

Peter  C.  Hanley,  M.D. 
Christopher  Zee-Cheng,  M.D. 
Steven  W.  Orlow,  M.D. 

David  A.  Belvedere,  M.D. 
Mark  S.  Hazen,  M.D. 


3000  South  Wayne  Ave. 
Fort  Wayne,  IN  46807 
(219)  744-2297 

7224  Engle  Rd. 

Fort  Wayne.  IN  46804 
(219)  432-2297 

800  Broadway,  Suite  204 
Fort  Wayne,  IN  46802 
(219  ) 422-2558 

3217  Lake  Ave. 

Fort  Wayne,  IN  46805 
(219)  422-2297 


Opening  October  1,  1991 


1)IANA  MEDICINE/August  1991 


■ physicians'  directory 


Indiana 

Heart 

Physicians, 

Inc. 


a member  of  the  Indianapolis 
Regional  Heart  Center 


Physicians 


Greenwood  .Medical  Office 
1250  East  County  Line  Hoad 

Office  317-888-5723 

Toll  Free  (Nationwide)  800-992-2081 


H.  0.  Hickman,  .Jr.,  M.D.,  FACC 
Thomas  M.  Mueller,  M.D.,  FACC 
J.  Douglas  Graham  III,  M.D.,  FACC 
Kathleen  H.  Flohr,  M.D.,  Ph.D.,  FACC 
Jeffrey  L.  Christie,  M.D.,  FACC 
Stephen  H.  Kliman,  M.D.,  FACC 
Thomas  C.  Passo,  M.D..  FACC 
Emily  A.  Diltz,  M.D.,  FACC 
John  E.  Batchelder,  M.D.,  FACC 
William  J.  Berg,  M.D. 

Mark  D.  Cohen,  M.D.,  FACC 
Thomas  D.  Hughes,  D.O. 
at  Columbus 

David  J.  Hamilton,  M.D.,  FACC 
Kevin  C.  Preuss,  M.D.,  FACC 

providing 

Cardiology  and  Cardiac 
Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 
Electrophysiology 
Percutaneous  Valvuloplasty 
Nuclear  Cardiology 
Doppler  and  Echocardiography 
Stress  Echocardiography 
Exercise  Stress  Testing 
Holter  Monitoring 
ECG  Event  Monitoring 
Permanent  Pacemaker  Implantation 
Pacemaker  Surveillance 


Noninvasive  Peripheral 
Vascular  Evaluation 
Signal  Average  EKG 
Myocardial  Biopsy 


Indiana  Heart  Physicians  at  Columbus 
3154  North  National  Road,  Suite  C 

Office  812-379-2020 

Toll  Free  (Indiana)  800-331-4765 


568 


INDIANA  MEDICINE/August  1991 


■ physicians'  directory 


PLASTIC,  RECONSTRUCTIVE  & HAND  SURGERY 


One  Call,  Day  or  Night! 

Our  group  is  always  available,  365  days  a year,  day  or  night;  to  see  your  patients 
in  Indianapolis  because  there  are  times  when  your  patient  shouldn’t  have  to  wait. 

ALSO  SEEING  PATIENTS 
BY  APPOINTMENT  IN  THESE 
CENTRAL  INDIANA  CITIES: 

DOWNTOWN 
GREENCASTLE 
DANVILLE 
CRAWFORDSVILLE 
LEBANON 
KOKOMO 
BEECH  GROVE 
GREENWOOD 
MOORESVILLE 
SURGERY  CENTER 


Wally  Zollman  M.D.,  F.A.C.,  Twatchai  Yamcharern  M.D.,  Richard  S.  Troiano  M.D.,  Rank  O.  Dawson,  Jr.,  M.D. 


SERVING  15  CENTRAL 
INDIANA  HOSPITALS 

VISA,  MASTERCARD  ACCEPTED 
FINANCING  AVAILABLE 


ZOLLMAN  CENTER 

FOR  PLASTIC  & HAND  SURGERY 

1633  North  Capitol  Avenue,  Indianapolis,  IN  46202 


o. 


Member,  American  Society 
of  Plastic  and  Reconstructive  Surgeons 


317-924-4943 
1-800-332-3943 
FAX:  317-921-3109 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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CARDIOLOGY 

PLASTIC  SURGERY 

CARDIOLOGY  & INTERNAL 
MEDICINE,  INC. 


Prakash  N Joshi , M D F.A.C.C.  Subodh  S Gupte,  M.D.  F A C C. 


Diplomate,  American  Board 
Of  Internal  Medicine  & 
Cardiovascular  Diseases 


Diplomate,  American  Board 
Of  Internal  Medicine, 
Cardiovascular  Diseases,  and 
Advanced  Achievement  in 
Internal  Medicine 


703  Chapel  Pike 
Marion,  IN  46952 
Tel:  317-664-1201 

24  Hour  Answering  Service 

Echocardiography  (2D,  M-Mode,  Doppler  With 
Color  Flow),  ECG,  Treadmill  Stress  Test,  Stress 
Echo-cardiography,  Holter  Monitoring. 


TED  W.  GRISELL,  M.D. 

f’roriil i n<)  consultative  services 
Irn’  /ih  i/sicia  ns  thromjhout  Indiana 
far  patients  with 
eo in/ilex  inti  niii/einenl  problems 
5317  East  16th  Street  317  359  8261 

Indianapolis  46218  Phone  answered  24  hours 


AMERICAN  SOCIETY  OF 
PLASTIC  & RECONSTRUCTIVE 
SURGEONS,  INC. 

John  G.  Pantzer  Jr.,  M.D.,  F.A.C.S. 

Diplomate,  American  Board 
of  Plastic  Surgery 

Bradley  L.  Kudlaczyk,  M.D. 

1801  North  Senate  Blvd.,  Suite  735 
Indianapolis,  Indiana  46202 
317-929-5500 


PLASTIC  SURGERY 




MERIDIAN 

PLASTIC 

SURGERY 

CENTER 


For  information  on  services 
317/575-0110 
or  800/352-7849 
106th  & Meridian  Streets 
Indianapolis 


An  Ambulatory  Surgery  Center 
Exclusively  for  Cosmetic,  Plastic 
and  Reconstructive  Surgery 

Board-Certified  Physicians 

• Facial  Plastic  Surgery 

• Plastic  Surgery 

• Ophthalmic  Plastic  Surgery 

• Anesthesiology 


Providing  The  Finest  Surgical 
Care  And  Treatment  In  A 
Home-like  Setting 

Licensed  by  the  Indiana  State 
Board  of  Health  • Medicare 
Certified 


DERMATOLOGY 


COLLEEN  PARKER,  M.D. 

8330  Naab  Road 
Suite  315 

Indianapolis,  Indiana  46260 

(317)879-0802 
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SUPERB  QUALITY  DIAGNOSTIC  RADIOLOGY 
AND  RADIATION  ONCOLOGY  SERVICES 
ARE  ONLY  A TELEPHONE  CALLAWAY... 


Our  mission  is  to  provide  caring,  high  quality,  state-of-the-art  imaging,  interventional,  and 
radiation  oncological  services  to  our  patients,  referring  clinicians,  and  institutions.  Call  us  today 
to  discuss  your  unique  requirements  or  to  refer  your  patients  for  prompt,  courteous,  cost 
effective,  and  professional  service. 


INDIANAPOLIS  COLUMBUS 


Methodist  Hospital 
1701  N.  Senate  Avenue 
Methodist  Professional  Center 
1801  North  Senate  Avenue 
(317)  929-3580 


(Radiation  oncology  only) 
Bartholomew  County  Hospital 
2400  East  Seventeenth  Street 
(812)  376-5361 


CRAWFORDSVILLE 


Methodist  Hospital  Breast  Cancer 
Screening  Program 
(317)  929-5000 


Culver  Union  Hospital 
1710  Lafayette  Road 
(317)  364-3146 


Eagle  Highlands  Radiologic  Services 
6920  Parkdale  Place 
Suite  111 
(317)  291-4411 


GREENSBURG 


Decatur  County  Memorial  Hospital 
720  North  Lincoln  Street 
(812)  663-1156 


Lakeview  Radiologic  Services 
9002  North  Meridian  Street 
Suite  110 
(317)  844-6944 


BROWNSBURG 


KOKOMO 


(Radiation  oncology  only) 
Howard  Community  Hospital 
3500  South  Lafountain  Street 
(317)  453-8189 


TERRE  HAUTE 


Brownsburg  Radiologic  Services 
1375  North  Green  Street 
Suite  200 
(317)  852-3222 


(Radiation  oncology  only) 
Union  Hospital 
1606  North  Seventh  Street 
(812)  238-7504 


7W: 

>/oP' 


RADIOLOGIC  SPECIALISTS  OF  INDIANA,  INC 

All  Physicians  Board  Certified. 
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CLINICAL  & ANATOMIC  PATHOLOGY 


The  Medical  Laboratory 

of  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-Winkler 
5940  West  Raymond  Street  • Indianapolis,  Indiana  46241 


CHEMISTRY 

MICROBIOLOGY 

HEMATOLOGY 

TOXICOLOGY 

CYTOLOGY 

HISTOLOGY 

CUSTOMER  SERVICE 


Courier  Service 

24  hr.  Pathology 
Consultation 

Assignment  Accepted: 
Medicare/Medicaid 

BC/BS  VIP  and  PC/USA, 
Preferred  Care,  Prucare 

18  Convenient  Branch 
Locations 


CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  46241 

Phone:  317/248-2448 


“Here  Today  To  Serve  You  Tomorrow." 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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111# 


PULMONARY  DISEASE 





RESPIRATORY  CONSULTANTS  OF  INDIANA 


DAVID  B.  COOK,  M.D.,  FCCP  MICHAEL  R.  NIEMEIER,  M.D.,  FCCP  ROBERT  W.  WELLER,  M.D.,  FCCP 

CHRIS  C.  NAUM,  M.D.  THOMAS  Y.  SULLIVAN,  M.D.  PATRICK  E.  WRIGHT,  M.D.,  FCCP 

JOHN  A.  WARDEN,  M.D.,  FCCP 


Pulmonary  Disease 

Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


Critical  Care 

Physicians  ABIM  certified  in 
critical  care  24  hours/day 
State-of-the-art  eighty  bed 
intensive  care  facility 


Hyperbaric  Medicine 

Diagnostic  assessment 
of  local  oxygen  delivery 
Treatment  of  disorders  of 
regional  02  delivery  and 
utilization 


Sleep  Disorders 

Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N.  SENATE  BIVD  , SUITE  400,  INDIANAPOLIS,  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE,  SUITE  215  • INDIANAPOLIS,  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111  • TERRE  HAUTE  (812)  232-0564 
AFTER  HOURS:  ANSWERING  SERVICE  (317)  926-3466  OR  1-800-772-7788 

1-800-321-LUNG  • MONDAY  - FRIDAY  8:30  A.M.  - 4:30  P.M. 


ALCOHOLISM  TREATMENT 

OTOLOGY 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

(f*\  Anderson  Center 

'P  y of  Saint  John  s 

22 1 0 Jack  ,:  >r  Sireei 
Anderson,  Indiana  46016 

1-800-435-9143  or  (317)  646-8383 

• Comprehensive  Alcohol  and  Drug  Treatment 

• Separate  Programs  for  Adolescents  and  Adults 

• Free  Assessment  and  Intervention 

MERIDIAN  OTOLOGY  LAI5 

’Complete  Audiometric  Evaluations 

’Hearing  Aid  Evaluations  and  Dispensing 
’Brainstem  Auditory  Evoked  Response 
’Visual  Evoked  Response 
’Electronv  stagmography 

’ Assistive  Listening  Devices — Demonstrations  Available 

Richard  Kurtz.  M.D.  Jack  Summerlin,  M.D. 

Marvin  R.  Kolodny,  Ph.D. 

Director  of  Audiology 

-J2B6  \.  Meridian  Street  Indianapolis,  Indiana 
Suite  B 1 2 (317)  925-7077 
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INTERNAL  MEDICINE 

HEMODIALYSIS 

NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm  Alley.  M D FACP 
George  W Applegate  M D 
Richard  Bloch  M D 
Charles  B Carter  M D 
William  H Dick  M D FACP 


Theodore  F Hegeman  M D 
Douglas  F Johnstone,  M D 
Wendy  L Kindig  M D 
LeRoy  FI  King  Jr  M D FACP 
Mary  A Margolis  M D 
Tim  E Taber,  M D 


1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis  46202 
Tel:  317-924-8425 

By  Physician  Referral 


Clinical  Nephrology  Hemodialysis.  Peritoneal 
Dialysis.  Renal  Transplantation,  Metabolic  Kidney 
Stone  Disease,  Hypertension.  Fluid  and  Electrolyte 
Imbalance,  Critical  Care 


CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 


DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 
Indianapolis,  Indiana  46203 
317-787-3171 


For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE.  INC. 

1801  N.  Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location. 


HAND  SURGERY 

HEMATOLOGY  - ONCOLOGY 

JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders. 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Diplomate  American  Board  of  Orthopedic  Surgery 
with  certificate  of  added  qualifications  in  surgery  of  the  hand. 

JOHN  A.  CAVINS,  M.D. 

8220  NAAB  ROAD  SUITE  105 
INDIANAPOLIS  INDIANA  46260 
TELEPHONE  (317)  876-1036 
SERVING 

INDIANAPOLIS  CARMEL  NOBLESVILLE 
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DERMATOPATHOLOGY  LABORATORY 


Larry  J.  Buckel,  M.D. 
Robert  M.  Hurwitz,  M.D. 


Howard  R.  Gray,  M.D. 
William  B.  Moores,  M.D. 


Diplomates  of  the  American  Boards 
of 

Dermatology  and  Dermatopathology 

Specializing  in 

Inflammatory  Skin  Diseases 
and 

Neoplasms  of  the  Skin 


9202  North  Meridian  Street 
Suite  215 


Approved  for  and  Accept 
Medicare  and  Medicaid 
Assignment 


Indianapolis,  Ind.  46260 
(317)  843-2204 


UPS  Mailers  and  Courier  Service  Available 


PSYCHIATRY 

- 

NEUROLOGY 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

Anderson  Center 

Y of  Saint  Johns 

22  10  Jackson  Street 
Anderson,  Indiono  46016 

1-800-435-9143  or  (317)  646-8114 

• Comprehensive  Psychiatric  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Program  for  Dual  Diagnosis 


Shirley  M.  Mueller , M.D. 

General  Neurology 

Practice  Dedicated  Toward  Problems  Associated  With 
Numbness-Weakness-Dizziness  And  Pain  Including  Headache 

Testing  Available 
3 17*871 *6000 

Indianapolis 

North:  St.  Vincent’s  Professional  Bldg.  #72b> 

South:  Community  South  Professional  Bldg.,  Suite  M 


w* 
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PERIPHERAL  VASCULAR  SURGERY 


\r  VASCULAR  SURGERY,  RC. 


\asnilar_z 

Diagnostics 

Mobile 

iMui-inrasiiv 

Testing 


Austin  L.  Gardner,  M.D. 
Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 
Spencer  F.  Goodson,  M.D. 


St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  662-5367 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  573-7040 
TOLL  FREE  (800)  446-0298 


The  Vascular  Lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular  testing  services,  including 
the  new  addition  of  color  computed  sonography,  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • Herbert  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D. 


Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville.  Indiana  47710 
812-423-2395 
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ASTHMA  & ALLERGY 


ASTHMA  & ALLERGY 


FRANK  WU,  M.D. 

4,y  DIPLOMATE, 

AMERICAN  BOARD 
OF  ALLERGY  & 

( & ^ IMMUNOLOGY 

St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 
Indianapolis,  Indiana  46260 
(317)872-4213 


MARK  HOLBREICH,  M.D. 

PEDIATRIC  AND  ADULT 
ASTHMA,  ALLERGY  AND  IMMUNOLOGY 

8803  N.  Meridian  St. 

Suite  365 

Indianapolis,  Indiana 

(317)  574-0230 

o Asthma  o Adverse  Food  Reactions 

o Chronic  Cough  o Drug  Sensitivity 

o Rhinitis  o Stinging  Insect  Allergy 


COLON  & RECTAL  SURGERY 


|f  A Kendrick  Colon 

■VvnHl^p  and  Rectal  Associates 


William  M.  Kendrick,  M.D.  William  E.  Kelley,  M.D. 

George  A.  Donnally,  M.D.  Richard  L.  Stout,  M.D. 

R.  James  Wilson,  M.D.  Paula  A.  Hall,  M.D. 

William  M.  Sobat,  M.D. 

Specialists  in  the  Diagnosis  and  Treatment  of  Colon  and  Rectal  Disease 
General  Surgery  Services  Available 

For  more  information  call:  Kendrick  Colon  & Rectal  Associates, 

Tel:  317-831-9300  or  1-800-222-7994 
Kendrick  Memorial  Hospital,  Mooresville,  Indiana 

(JCAHO  Accredited) 

Regional  Offices:  Muncie,  Kokomo  & Greensburg 
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ONCOLOGY  - HEMATOLOGY 


INDIANA  ONCOLOGY-HEMATOLOGY  CONSULTANTS 


n 

OH 


ADULT  ONCOLOGY  HEMATOLOGY 

Laurence  H.  Bates,  M.D. 

William  H.  Bond,  M.D. 

William  M.  Dugan,  M.D. 

Redmond  P.  Hogan,  M.D. 

Gregory  W.  Smith,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY 

Deborah  S.  Provisor,  M.D. 


1828  N.  ILLINOIS 
INDIANAPOLIS 
INDIANA  46202 


PHONE:  317/927-5770 
TOLL  FREE:  1-800-ONC-HEME 
1-800-662-4363 


Located  m the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 
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RADIATION  ONCOLOGY 

71HERAPY 


Physicians: 
ROGER  ROBISON 
DAVID  BELL 
TAE  CHUNG 


Radiation  Oncology  Services  for  Southwest  Indiana 


TERRE  HAUTE 
Regional  Hospital 

(812)  234-7756 


VINCENNES 

Good  Samaritan  Hospital 

(812)  885-3939 


ROGER  ROBISON,  M.D.,  FA.C.P. 

M.D.  Anderson,  1980 
Certified:  Radiation 
Oncology 
Medical  Oncology 


DAVID  BELL,  M.D.,  Ph.D. 

M.D.  Anderson,  1981 
Certified:  Radiation 
Oncology 


TAE  CHUNG,  M.D. 

Chicago  Hines,  V.A.,  1976 
Certified:  Radiation 
Oncology 


NDIANA  MEDICINE/August  1991 


579 


■ physicians'  directory 


RADIATION  ONCOLOGY 


TRI-STATE  RADIATION 

ONCOLOGY 

Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 

• 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 

AL  KORBA,  M.D.;  ALY  RAZEK,  M.D. 

THOMAS  HAYES,  M.D.;  AMR  AREF,  M.D.;  SHANNON  LAMB,  M.D. 

★★★★★★ 

Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

DEVDAS  SHETH,  M.D. 

★★★★★★ 

MOISES  DOMINGO,  M.D. 

Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

MOISES  DOMINGO,  M.D. 

★★★★★★ 

MANJU  GUPTA,  M.D. 

Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

TRISTAN  BRIONES,  M.D. 

★★★★★★ 

AMR  AREF,  M.D. 

In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 
24-hour  answering  service  (812)  476-1367 
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ONCOLOGY 


Oncology  Associates 

Michael  A.  Cross,  M.D. 

Board  Certified,  Radiology  (Therapeutic) 

John  R.  Pancoast,  M.D. 

Board  Certified,  Interna!  Medicine 
and  Medical  Oncology/Hematology 

John  F.  Sacco,  M.D. 

Board  Certified,  Internal  Medicine 
and  Radiology  (Therapeutic) 


Offering  comprehensive  cancer  care,  including: 

■ Cancer  Detection 

■ Chemotherapy 

■ Radiation  Therapy  (Linear  Accelerator) 

■ Biologic  Therapy 

■ Education  and  Support  Services 

■ Hospital,  Home  and  Hospice  Care 


Dearborn  Countv  Hospital  Professional  Building 
606  W ilson  Creek  Road.  Suite  130 
Lawrenceburg,  Indiana  47025 
(812)  537-1911 

Oncology  Associates'  16  physician  members  have  additional  offices  in  Cincinnati. 
Montgomery  and  Middletown,  Ohio;  and  Crestvievv  Hills,  Kentucky.  The  practice 
offers  outpatient  care  and  clinics  in  1 1 hospitals  throughout  the  Tri-State  area. 


ORTHOPAEDIC  SURGERY 

BREAST  DISEASES 

JAMES  L.  KAISER, 

M.D. 

• ORTHOPAEDIC  SURGERY 

• FRACTURES 

• BACK  SURGERY 

• FOOT  SURGERY 

• ARTHROSCOPIC  SURGERY 

I 

Certified  American  Board 
Of  Orthopaedic  Surgery 

5626  East  16th  Street 
Indianapolis,  IN  46218 

(317)  352-0176 

OFFICE  ANSWERS  DAY  & NIGHT 

5626  E 16 

352-0176 

82nd  & Shadeland 

352-0176 

If  No  Answer  Call 

543-6089 

INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 

Diagnosis  (317)872-9580 

Consultation  8330  Naab  Road,  Suite  21  3 

Treatment  options  Indianapolis,  IN  46260 

Preservation  surgery 

Long-term  followup  Appointment  by  referral 


INDIANA  MEDICINE/August  1991 


581 


■ physicians'  directory 


TRANSPLANTATION 

METHODIST  TRANSPLANT  CENTER 

P.0.  Box  1367 
1 701  N.  Senate  Blvd. 
Indianapolis,  Indiana  46206 

H Methodist 

H Hospital  OF  INDIANA 

The  Difference  is  Experience 

24  - HOUR  REFERRAL 

(800)  772- 

7788 

HEART  TRANSPLANTATION 

LUNG  TRANSPLANTATION 

Surgical  Director 

Surgical  Director 

Harold  Halbrook,  M.D. 

Harold  Halbrook,  M.D. 

Program  Cardiologist: 

Program  Pulmonologist: 

Douglas  Pitts,  M.D. 

Michael  Niemeier,  M.D. 

KIDNEY  TRANSPLANTATION 

LIVER  TRANSPLANTATION 

PANCREAS  TRANSPLANTATION 

Surgical  Director 

Surgical  Director 

Dale  A.  Rouch,  M.D. 

Brian  Haag,  M.D. 

Program  Gastroenterologists: 

Program  Nephrologist: 

Peds  - Susan  Maisel,  M.D. 

Charles  Carter,  M.D. 

Adult  - Brian  G.  Sperl,  M.D. 

CORNEAL  TRANSPLANTATION 

TISSUE/BONE  BANK 

Surgical  Director 

Surgical  Director 

Stephen  Johnson,  M.D. 

David  A.  Fisher,  M.D. 

BONE  MARROW  TRANSPLANTATION 

Co-Director 

Luke  Akard,  M.D. 

Co-Director 
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ORTHOPAEDIC  SURGERY 


PERFORMANCE 


In  a high-performance  sports  car,  the  spokes  are  an  inte- 
gral PART  OF  THE  ENGINEERING.  EACH  INDIVIDUAL  SPOKE  IS 
STRONG,  YET  IT’S  THE  WAY  THEY’RE  INTERWOVEN  THAT  GIVES 
EXCEPTIONAL  STRENGTH  AND  BALANCE. 

That’s  the  way  it  is  at  Orthopaedics  Indianapolis.  Each  of 
OUR  19  PHYSICIANS  HAS  UNIQUE  INDIVIDUAL  STRENGTHS  AND  SKILLS. 
The  ability  to  draw  on  each  other’s  special  expertise 
STRENGTHENS  OUR  CAPABILITIES  AND  ENHANCES  OUR  PERFORMANCE. 
AS  THE  EXCLUSIVE  PROVIDER  OF  RAPID  AND  EXTENSIVE  ORTHO- 
PAEDIC RECONSTRUCTIVE  SURGERY  FOR  METHODIST  HOSPITAL’S 

Emergency  Medicine  and  Trauma  Center,  we  treat  over 
1,000  TRAUMA  CASES  A YEAR  PROVIDING  US  WITH  EXPERIENCE  IN 
EVERY  FACET  OF  ORTHOPAEDIC  CARE.  THAT’S  WHY  DOCTORS  FROM 
ALL  50  STATES  AND  1 1 FOREIGN  COUNTRIES  HAVE  SOUGHT  OUR 
HELP  TREATING  THEIR  MOST  COMPLEX  CASES. 


Donalds.  Blackwell,  M.D. 

F.R.  BRUECKMANN,  M.D..  F.A.C.S. 
Anthony  R.  Lasich,  M.D. 

William  0.  Irvine,  M.D 

JOSEPH  C.  RANDOLPH,  M.D. 

Donald  E.  Russell,  M.D. 

Mark  R.  Stevens,  M.D. 

Terry  R.  Trammell,  M.D. 

Andrew  J.  Vicar,  M.D. 

Vincent  L.  Fragomeni,  M.D. 

John  K.  Schneider,  M.D. 

Joseph  R.  Baele,  m D. 

Sanford  S.  Kunkel,  M.D. 

David  a.  Fisher,  M.D. 

D.  Kevin  Scheid,  M.D. 

Michael  F.  Coscia,  M.D. 

Henry  G.  Stein,  M.D.,  F.A.C.S. 
David  S.  Field,  M.D. 

Orthopaedic  Surgeons 
Robert C.  Gregori,  M.D. 
Physical  Medicine  & Rehabilitation 

Joint  Reconstruction 
Trauma 
fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
hand  Surgery 
foot  Surgery 
Arthroscopic  Surgery 
Pediatric  Orthopaedics 
adult  Orthopaedics 
Ilizarov  Limb  lengthening 
& Deformity  correction 


ORTHOPAEDICS 

INDIANAPOLIS 


Indianapolis  • Danville 
Greencastle  • Speedway 

ZlONSVILLE 

317-923-5352 

1-800-223-3381 
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ORTHOPAEDICS  & SPORTS  MEDICINE 


Hoosier  Orthopaedics  & Sports  Medicine,  RC. 


Total  Joint  Replacement 
Athletic  Injuries  and  Sports 
Medicine 

Arthroscopic  Surgery 
Pediatric  and  Adult  Orthopaedics 
Frac tu re  Care  Trail m a 


Reconstructive  Surgery  of  the  Foot 
and  Ankle 

Reconstructive  Surgery  of  the 
Shoulder  or  Knee 
Back  Surgery 
General  Orthopaedics 


Robert  T.  Clayton,  M I). 
Robert  E.  Cravens,  Ml). 
John  E.  Garber,  M I). 
Robert  M.  Palmer,  Ml). 
Stephen  B.  Sexson,  Ml). 
Frank  B.  Throop,  Ml). 
Thomas  F.  Trainer,  Ml). 


Office  Answers  Day  and  Night 

13450  North  Meridian  Street,  Suite  355,  Carmel,  Indiana  46032  (317)  575-2700 
8330  Naab  Road,  Suite  234,  Indianapolis,  Indiana  46260  (317)  872-3254 


584 


INDIANA  MEDICINE/August  1991 


■ physicians'  directory 


COMPREHENSIVE  REHABILITATION 


We  Ye  Working  to  Make  Life  Better 


At  Kokomo  Rehabilitation  Hospital,  we’re 
committed  to  only  one  specialized  field  - 
rehabilitation  medicine. 

This  central  focus  means  your  patients 
receive  the  therapy  and  care  needed  to  restore 
their  lives  to  the  fullest  extent  possible. 


Kokomo 


Rehabilitation 

Hospital 


Our  newly  opened,  60-bed  hospital 
features  sophisticated  high-tech  equipment, 
a total  barrier-free  environment  and  highly 
trained  therapists. 

Give  us  a try.  Your  patients  and  you  will 
be  pleased  w ith  the  results. 

- William  ] Lester,  MIX 
Medical  Director 


Bringing  the  Quality  Back  to  Life  for  Patients  Affected  by: 

Stroke  • Traumatic  Brain  Injun  • Spinal  Cord  Injun  • Amputation  • Orthopedic  Disorders  • Neurological 
Disorders  • Arthritis  • Back  and  Neck  Injuries  • Chronic  Pain  • Multiple  Trauma  • Return  to  Work 
• Carpal  Tunnel  Syndrome  and  other  Cumulative  Trauma  Disorders 


829  Dixon  Road  • Kokomo,  Indiana  46901 

General  Hospital  Information 
(317)  452-6700 


For  Referral  or  Admission  Information 
1 800  886-LIFE 


A Continental  Medical  Sy  stems  Facility 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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Robert  L.  Costin,  M.D. 

Dr.  Costin,  59,  an  Indianapolis 
pathologist,  died  June  2. 

He  was  a 1956  graduate  of  the 
Indiana  University  School  of 
Medicine  and  served  in  the  U.S. 
Air  Force. 

Dr.  Costin  was  director  of 
laboratories  for  St.  Francis  Hospi- 
tal in  Beech  Grove,  where  he  had 
served  as  director  of  the  School  of 
Medical  Technology,  secretary- 
treasurer  and  vice  president  of  the 
medical  staff  and  a member  of  the 
medical  board  executive  commit- 
tee. He  was  a director  and  part- 
ner of  the  medical  laboratory  of 
Drs.  Thornton,  Haymond,  Costin, 
Buehl,  Bolinger,  Warner, 
McGovern,  McClure,  Hooker  and 
Winkler. 

A consulting  pathologist  for 
several  hospitals,  Dr.  Costin  was  a 
fellow  of  the  College  of  American 
Pathologists  and  had  served  as 
president  and  secretary-treasurer 
of  the  Indiana  Association  of  Pa- 
thologists and  president  and  sec- 
retary-treasurer of  the  American 
Pathology  Foundation. 

Robert  W.  Currie,  M.D. 

Dr.  Currie,  82,  a retired  radiolo- 
gist, died  May  22  in  Bradenton, 
Fla. 

He  was  a 1935  graduate  of  the 
Indiana  University  School  of 
Medicine. 


Dr.  Currie  was  a member  of 
the  Fort  Wayne-Alien  County 
Medical  Society  and  an  ISM  A 
senior  member. 

Walter  E.  Deacon,  M.D. 

Dr.  Deacon,  77,  a retired  India- 
napolis medical  official,  died  June 
10. 

He  was  a 1941  graduate  of  the 
Tufts  University  School  of  Medi- 
cine and  an  Army  Air  Forces  vet- 
eran of  World  War  II. 

Dr.  Deacon  had  served  as 
chief  medical  officer  of  Indiana 
Rehabilitation  Services,  associate 
medical  director  of  Fairbanks  Hos- 
pital and  medical  director  of  ser- 
vices for  crippled  children  for  the 
Indiana  Department  of  Public 
Welfare.  He  worked  for  the  U.S. 
Public  Health  Service's  Indiana 
Division  and  was  chief  of  the 
Florida  Bureau  of  Health  Facilities 
and  Services. 

Dr.  Deacon  was  an  adviser  to 
the  Governor's  Advisory  Council 
for  Developmental  Disabilities  in 
Children,  Indiana  Mental  Retarda- 
tion Planning  Commission,  the 
Indiana  Task  Force  for  the  Handi- 
capped and  the  End  Stage  Renal 
Disease  Advisory  Committee. 

David  J.  Dukes,  M.D. 

Dr.  Dukes,  63,  a Corydon  family 
practice  physician,  died  June  15  at 
his  home. 


He  was  a 1952  graduate  of  the 
University  of  Louisville  School  of 
Medicine  and  a Navy  veteran  of 
World  War  II. 

Dr.  Dukes  had  practiced  in 
Corydon  since  1956  and  was  a 
member  of  the  medical  staff  at 
Harrison  County  Hospital,  the 
hospital's  board  of  directors  and 
the  Harrison  County  Health 
Board. 

Roy  V.  Pearce,  M.D. 

Dr.  Pearce,  79,  a retired  Terre 
Haute  family  practice  physician, 
died  June  3 at  his  home. 

He  was  a 1941  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a Navy  veteran  of 
World  War  II. 

Dr.  Pearce  was  a member  of 
the  Academy  of  Family  Physicians 
and  the  Aesculapian  Society.  He 
had  been  a medical  officer  for  Eli 
Lilly  & Co. 

Morton  F.  Wolfe  Jr.,  M.D. 

Dr.  Wolfe,  57,  a New  Albany  fam- 
ily practice  physician,  died  May 
21  at  Norton  Hospital. 

He  was  a 1959  graduate  of  the 
University  of  Louisville  School  of 
Medicine. 

Dr.  Wolfe  was  affiliated  with 
the  Physicians  Group  Inc.  and  had 
been  athletic  team  physician  for 
New  Albany  High  School  25 
years.  J 
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ISMA  Health/Dental  Insurance 


Benefits  available  to  members  of  the  Indiana  State  Medical  Association  and 
their  employees  through  expanded  ISMA  group  sponsored  health  insurance. 


MEDICAL  PLAN  A 

• 365  Days  of  Inpatient  Hospital  Care 

• 100%  payment  semi-private  or  hospital  ward  room 

• 365  Days  In-Hospital  Medical  Care 

• 100%  reasonable  and  customary  allowances  for  surgery, 
maternity,  general  anesthesia,  medical  visits,  radiation 
therapy,  and  other  eligible  inpatient  hospital  charges 

• Unlimited  Major  Medical  Benefits  ($100  deductible) 


MEDICAL  PLAN  B 

• Comprehensive  Major  Medical  protection 

• $250  calendar  year  deductible,  $500  per  family 

• Stop-Loss  Limit  $5,000  per  person,  $10,000  per  family 

• PCS  Card 

• Includes  cost-containment  features 

• Unlimited  Maximum  Benefits 


MEDICAL  PLAN  C 

• Comprehensive  Major  Medical  protection 

• $500  calendar  year  deductible,  $1,000  per  family 

• Stop-Loss  Limit  $5,000  per  person,  $10,000  per  family 

• Unlimited  Maximum  Benefits 


MEDICAL  PLAN  D 

• Economical  Comprehensive  Major  Medical  protection 

• $1,000  calendar  year  deductible,  $2,000  per  family 

• Stop-Loss  Limit  $5,000  per  person,  $10,000  per  family 

• Unlimited  Maximum  Benefits 


MEDICAL  PLAN  E 

• Low  cost  Comprehensive  Major  Medical  protection 

• $2,000  calendar  year  deductible,  $6,000  per  family 

• Stop-Loss  Limit  $10,000  per  person,  $30,000  per  family 

• Unlimited  Maximum  Benefits 


DENTAL  PLAN 

• Reasonable  and  customary  allowances  for  necessary  care 
and  treatment  for  dental  health  - $50  calendar  year 
deductible,  $100  per  family 

• $1,500  maximum  dental  benefit  per  person  in  a calendar 
year  paid  at  80%,  additional  major  dental  paid  at  50% 

• $1,000  Orthodontia  Benefits  paid  at  50%  of  reasonable 
and  customary  charges 

MEDICAL  REIMBURSEMENT  PLAN 

• Tax  deductible  to  the  professional  corporation 


The  Lincoln  National  Life  Insurance  Company  is  most 
pleased  to  be  underwriting  the  Group  Medical  and 
Dental  Program  for  the  Indiana  State  Medical 
Association.  Your  benefit  programs  have  been 
designed  to  provide  the  highest  quality  coverage 
and  service  at  the  lowest  possible  cost.  A special 
claim  paying  unit  has  been  established  in  our  Fort 
Wayne  Regional  Claims  Office  to  handle  only  the 
ISMA  program.  Should  you  have  questions  or  prob- 
lems, you  may  speak  directly  to  your  claim  processor 
at  1-800-338-0363.  We  look  forward  to  serving  you 
and  encourage  your  review  of  the  program  and  ser- 
vices being  provided. 

SUPPLEMENTAL  BENEFITS  FOR  ORGAN 
OR  TISSUE  TRANSPLANTS 

• Included  with  all  medical  plans. 

• Covered  Transplant  Procedures:  This  policy  covers  any  of 
the  following  human  to  human  organ  or  tissue 
transplants:  bone  marrow;  heart;  heart/lung;  liver;  lung; 
pancreas. 

• Transplant  Benefit  Period:  The  transplant  benefit  period 
begins  five  days  before  the  date  of  the  organ  or  tissue 
transplant  and  ends  eighteen  months  after  the  date  of 
the  organ  or  tissue  transplant. 

• Maximum  Transplant  Benefit:  $1,000,000  per  lifetime  per 
insured  person  for  all  transplant  services. 


For  more  information  regarding 
these  coverages  contact: 

Earl  W.  Williams 

Professional  Account  Representative 
11595  N.  Meridian  St.,  Suite  802 
Carmel,  Indiana  46032 

(317)  573-6520 
1-800-421-3020 
(317)  573-6524  FAX 

Tom  Martens 

Director,  Health  Insurance  Administration 
Indiana  State  Medical  Association 
322  Canal  Walk 

Indianapolis,  Indiana  46202-3252 

(317)  261-2060 
1-800-969-7545  Indiana 
(317)  261-2076  FAX 


Affiliated  Physicians  Services,  !nc. 


■ news  briefs 


Kokomo  Rehabilitation 
Hospital  opens  this  month 

The  new  60-bed  Kokomo  Rehabili- 
tation Hospital  will  begin  accept- 
ing patients  this  month. 

Located  at  829  N.  Dixon  Road, 
the  hospital  will  serve  patients 
affected  by  traumatic  brain  injury, 
orthopaedic  disorders,  spinal  cord 
injury,  neurological  disorders, 
amputation,  back  and  neck  inju- 
ries, stroke,  chronic  pain,  arthritis, 
carpal  tunnel  syndrome  and  other 
cumulative  trauma  disorders  and 
other  multiple  trauma.  Primary 
counties  served  will  be  Howard, 
Carroll,  Cass,  Clinton,  Grant,  Mi- 
ami, Tipton  and  Wabash. 

Dietitians  available  to  help 
kidney  patients 

The  Indiana  Council  on  Renal 
Nutrition  has  available  a network 
of  registered  dietitians  throughout 
the  state  who  can  provide  early 
intervention  dietary  instruction  to 
patients  with  kidney  disease. 

Call  the  National  Kidney 
Foundation  of  Indiana  at  1-800- 
382-9971  to  obtain  the  name  of  a 
qualified  renal  dietitian. 

NIH  offers  report  on  surgery 
for  severe  obesity 

A consensus  development  state- 
ment on  gastrointestinal  surgery 
for  severe  obesity  is  available 
from  the  National  Institutes  of 
Health  Office  of  Medical  Applica- 
tions of  Research.  The  report  was 
prepared  by  a panel  of  experts 
who  considered  scientific  evidence 
presented  at  a Consensus  Devel- 
opment Conference  at  NIH. 

Free,  single  copies  of  the  state- 
ment are  available  from  William 
H.  Hall,  Director  of  Communica- 
tions, Office  of  Medical  Applica- 
tions of  Research,  National  Insti- 
tutes of  Health,  Building  1,  Room 


259,  Bethesda,  MD  20892,  (301 ) 
496-1 143. 


Nurses  influence  opinions  on 
emergency  rooms 

Patients  are  more  likely  to  recom- 
mend emergency  rooms  when 
nurses  show  personal  concern  for 
the  patient  and  keep  patients  in- 
formed about  procedures  and 
delays. 

These  findings  lead  the  list  of 
factors  most  closely  correlated 
with  the  likelihood  of  recom- 
mending a hospital's  emergency 
room,  according  to  a recent  sur- 
vey by  Press,  Ganey  Associates  of 
South  Bend. 

The  data  showed  that  the 
empathy  and  communication 
skills  of  the  nurses  - and  not  their 
technical  skills  - most  affected  the 
patients'  willingness  to  recom- 
mend the  emergency  room. 

NIH  conference  to  focus  on 
late-life  depression 

"Diagnosis  and  Treatment  of  De- 
pression in  Late  Life"  is  the  sub- 
ject of  a Consensus  Development 
Conference  to  be  held  Nov.  4 to  6 
at  the  National  Institutes  of 
Health  in  Bethesda,  Md. 

For  more  information,  contact 
Conference  Registrar,  Prospect 
Associates,  1801  Rockville  Pike, 
Suite  500,  Rockville,  MD  20852, 
(301 ) 468-6338. 

ACPE  establishes  awards 

The  American  College  of  Physi- 
cian Executives  (ACPE)  has  an- 
nounced a national  awards  pro- 
gram to  recognize  individual  in- 
novations in  health  care. 

The  Merck  Sharp  and  Dohme 
Award  will  recognize  advances  in 
health  care  quality.  It  will  be 
awarded  for  the  method,  tech- 
nique, procedure  or  program  that 


has  advanced  or  improved  medi- 
cal, nursing,  ancillary  or  patient 
satisfaction  services. 

The  Travelers  Award  will  be 
given  for  the  method,  technique, 
procedure  or  program  that  has 
advanced  or  improved  the  control, 
containment  or  effectiveness  of 
health  care  cost  management. 

The  entry  deadline  is  Sept.  3. 
To  obtain  entry  forms  and  instruc- 
tions, call  1-800-562-8088. 

Physicians  surveyed  on 
end-of-life  dilemmas 

Nearly  one  in  10  U.S.  primary  care 
physicians  has  "deliberately  taken 
clinical  actions  that  would  directly 
cause  the  death  of  a patient,"  ac- 
cording to  a survey  by  Physicians' 
Management. 

The  survey  also  found  that 
almost  30%  of  survey  respondents 
said  there  are  circumstances  in 
which  a physician  would  be  justi- 
fied in  causing  a patient's  death. 
More  than  90%  said  they  have 
issued  "do  not  resuscitate"  orders. 
More  than  29%  said  they  would 
not  remove  a ventilator  from  a 
comatose  patient  who  had  directed 
such  an  action;  most  feared  legal 
problems  stemming  from  the  ac- 
tion. 

Museum  appoints  director 

Oren  Cooley  has  been  named  di- 
rector of  the  Indiana  Medical  Flis- 
tory  Museum  in  Indianapolis.  Fie 
replaces  Kathy  McDonnell,  who 
has  accepted  a position  as  assistant 
director  of  marketing  and  commu- 
nications for  the  Indiana  Univer- 
sity Center  on  Philanthropy. 

A 1985  graduate  of  Indiana 
University,  Cooley  previously  was 
the  public  relations  assistant  at 
Westview  Hospital  in  Indianapolis. 
He  began  his  new  job  July  22.  J 
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♦ ♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦ 
♦ ♦ 

♦ $30,000  BONUS  OFFERED  TO  HEALTH  CARE  PROFESSIONALS  t 

♦ ♦ 

♦ ♦ 

♦ If  you  are  a board-certified  physician  or  a candidate  for  board  certification  in  one  of  J 

♦ the  following  specialties,  you  may  qualify  for  a bonus  of  up  to  $30,000  in  the  Army  ♦ 

♦ Reserve.  ♦ 

♦ Anesthesiology  • General  Surgery  • Thoracic  Surgery  ♦ 

♦ Pediatric  Surgery  • Orthopedic  Surgery  X 

X Colon-Rectal  Surgery  • Vascular  Surgery  • Neurosurgery  X 

♦ ♦ 

♦ ♦ 

♦ A test  program  is  being  conducted  which  offers  a bonus  to  eligible  physicians  ♦ 

♦ who  reside  in  certain  geographic  areas  (Pennsylvania,  West  Virginia,  Ohio,  ♦ 

♦ Michigan,  Illinois,  Indiana,  Wisconsin,  Minnesota  and  Iowa).  You  would  receive  a ♦ 

X $10,000  bonus  for  each  year  you  serve  as  an  Army  Reserve  physician— for  a X 
X maximum  of  three  years.  X 

♦ You  may  serve  near  your  home,  at  times  convenient  for  you,  or  at  Army  medical  J 

♦ facilities  in  the  United  States  and  abroad.  There  are  also  opportunities  to  attend  ♦ 

♦ conferences  and  participate  in  special  training  programs,  such  as  the  Advanced  ♦ 

♦ Trauma  Life  Support  Course.  ♦ 

X To  learn  more  about  the  Army  Reserve  and  the  Bonus  Test  Program,  call  one  of  ♦ 

X our  experienced  Medical  Personnel  Counselors:  X 

♦ ♦ 

♦ CPT.  GEORGE  HUGGINS  ♦ 

♦ (317)  542-3759/3758  (CALL  COLLECT)  ♦ 

t ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 

♦ ♦ 

♦ ♦ 

♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦+ 


The 

p^jEar 

Institute 

of  Indiana 

Complete  Care  for  the  Ear  8103  Clearvista  Parkway 

Indianapolis,  Indiana  46256 

J.  William  Wright  III,  M.D.  (317)  842-4757 

George  W . Hicks,  M.  D.  (800)  522-0734 

CAPSULE  COMMENTS 

BELL’S  PALSY 

/ WHAT  IS  IT?: 

Peripheral  facial  nerve  dysfunction  \ 

I ETIOLOGY: 

Probably  viral  \ 

1 DIAGNOSIS: 

Exclusion  of  other  possible  causes  (trauma,  infection,  tumor,  etc.)  I 

Topognostic  testing,  audiometry,  radiologic  study  (MRI),  evoked  j 

facial  EMG  J 

\ TREATMENT: 

Medical  (steroids)  90%:  eye  care;  surgery  (nerve  function  S 

deterioration)  10% 

• Otology  and  Neurotology  • Audiology  • Vestibular  Laboratory  • Hearing  Aid  Dispensing 
• Additional  location:  5506  East  16th  Street,  Suite  12 
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Dr.  Robert  L.  Forste  of  Co- 
lumbus has  been  elected  president 
of  the  Indiana  Orthopaedic  Soci- 
ety. Other  officers  are  Dr.  Marlin 
L.  Troyer,  South  Bend,  president- 
elect; Dr.  Daniel  ].  Herman, 
Vincennes,  immediate  past  presi- 
dent; Dr.  Clyde  B.  Kernek,  India- 
napolis, secretary-treasurer;  Dr. 
Claude  C.  Reeck,  Indianapolis, 
board  member-at-large;  Dr.  Ed- 
ward Wagoner,  Lafayette,  mem- 
bership committee  chairman;  and 
Dr.  James  B.  Buchholz,  Fort 
Wayne,  board  of  councillors  rep- 
resentative. 

Dr.  David  M.  Duncan  of 

Rushville  was  named  medical 
director  of  Rush  County  Emer- 
gency Services  Management  Com- 
mittee, a position  that  provides 
for  medical  directorship  of  all 
Rushville  and  Rush  County  medi- 
cal, rescue,  fire,  police  and  Civil 
Defense  emergency  services.  Dr. 
Duncan,  medical  director  of  the 
department  of  emergency  services 
at  Rush  Memorial  Hospital,  also 
was  inducted  in  the  1991  "Who's 
Who  of  Rising  Young  Americans" 
and  "Who's  Who  in  Health  and 
Medical  Sciences." 

Dr.  Stephen  W.  Perkins  of 
Indianapolis  participated  in  two 
seminars  at  a St.  Louis  meeting 
sponsored  by  the  American  Acad- 
emy of  Facial  Plastic  and  Recon- 
structive Surgery.  I le  discussed 
upper  and  lower  lid  blepharo- 
plasty  during  a seminar  on  "Ba- 
sics of  Plastic  Surgery  of  the  Ag- 
ing Face"  and  moderated  a panel 
on  operating  room  settings  and 
led  a discussion  on  office  operat- 
ing room  equipment  during  a 
seminar  on  "Advanced  Plastic 
Surgery  of  the  Aging  Face." 

Dr.  Thomas  J.  Fischer  of  The 
Indiana  Hand  Center  in  India- 
napolis was  elected  an  active 
member  of  the  American  Society 
for  Surgery  of  the  Hand. 


Physician  Recognition  Award  recipients 


The  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
acceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


i 


Acton,  Charles  M.,  Terre  Haute 
Alexander,  Panos  C.,  Kokomo 
Allman,  Rex  A.,  Winamac 
Anderson,  James  T.,  Greenfield 
Andrew,  Jerald  L.,  Fort  Wayne 
Ayoub,  Adel  H.,  Valparaiso 
Beeler,  Richard  T.,  Carmel 
Black,  Kenneth  A.,  Portage 
Carnes,  John  D.,  Huntington 
Chu,  Ruth  Y.,  Danville 
Clark,  Jack  P.,  Syracuse 
Clements,  Robert  E.,  Greenfield 
Colalillo,  Alessandro,  Logansport 
Cronen,  Paul  W.,  Madison 
Dillon,  Gary  P.,  Fort  Wayne 
Douglas,  Scott  K.,  Indianapolis 
Echsner,  Herman  J.,  Columbus 
Ellis,  Robert  F.,  Merrillville 
Felger,  Thomas  A.,  Fort  Wayne 
Foley,  Phillip  D.,  Middletown 
Fretz,  Richard  C.,  Kokomo 
Greenlee,  James  R.,  Elkhart 
Harper,  Michael  E.,  Tipton 
Hughes,  William  B.,  Waterloo 


Johnson,  Harold  V.,  Evansville 
Kamen,  Jack  M.,  Indianapolis 
King,  Charles  R.,  Anderson 
Kinne,  Mark  T.,  Munster 
Koontz,  James  A.,  Vincennes 
Lyons,  Charles  R.,  Wabash 
Martin,  Joanne  K.,  Brookville 
Murray,  Richard  P.,  Evansville 
O'Brien,  Mark  S.,  Syracuse 
O'Conner,  Thomas  M.,  Greenfield 
Park,  Jung  I.,  Munster 
Patel,  Kant,  Connersville 
Robbins,  Gordon  T.,  Zionsville 
Rouhana,  Rudolph,  Indianapolis 
Sabens,  James  A.,  Indianapolis 
Sidel,  Alan  W.,  Fort  Wayne 
Somes,  Claudia  J.,  Indianapolis 
Speckman,  Glenn  H.,  Indianapolis 
Waiss,  Elaine  H.,  Munster 
Wanee,  Neil  R.,  Fishers 
Wind,  Joseph  L.,  South  Bend 
Wolf,  Harry  C.,  Indianapolis 
Yoder,  Steven  M.,  Goshen 
Zunich,  Janice,  Gary 


Dr.  Randolph  W.  Lievertz  of 

Indianapolis  presented  a program 
on  hormone  replacement  therapy 
in  menopause  for  the  Harrison 
County  Medical  Society  in 
Charleston,  W.Va.  During  a May 
program  at  the  Indianapolis  Mo- 
tor Speedway,  he  spoke  to  a 
group  of  central  Indiana  physi- 
cians on  "The  Fast  Track  to  Hor- 
mone Replacement  Therapy." 

Dr.  Linda  Huck  relocated  her 
internal  medicine  practice  to  6319 
S.  East  St.,  Indianapolis. 

Dr.  Bill  Gitlin  of  Bluffton  was 
named  an  honorary  medical  staff 
member  at  Wells  Community 


Hospital  in  Bluffton;  he  was  a 
family  practitioner  in  Bluffton  for 
55  years  until  he  retired  from 
active  practice  in  July  1990. 

Dr.  R.J.  Morrical,  a 
Logansport  family  practitioner, 
received  the  Silver  Beaver  award 
from  the  Sagamore  Council  of  the  ^ 
Boy  Scouts;  he  is  a 68-year  veteran 
of  Scouting. 

Dr.  Harry  M.  Sanders,  a 

Carmel  emergency  medicine  spe- 
cialist, was  elected  secretary  of  the 
Little  Red  Door/ Marion  County 
Cancer  Society  board  of  directors. 

Dr.  Thomas  M.  Walker  has 

retired  after  30  years  as  a 
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Brownsburg  family  practitioner. 

Dr.  David  A.  Campbell  of 

South  Bend  was  named  a fellow 
of  the  American  Academy  of  Fa- 
cial Plastic  and  Reconstructive 
Surgery. 

Dr.  John  R.  Poncher,  a 

Valparaiso  pediatrician,  was  re- 
elected to  the  board  of  Indiana 
Federal  Corp. 

Dr.  John  S.  Stearley,  a Gos- 
port family  practitioner,  received 
the  Commander's  Award  from  the 
Gosport  Veterans  of  Foreign  Wars 
Post;  the  award  is  given  annually 
to  an  outstanding  member  of  the 
community. 

Dr.  J.T.  Morrison  has  retired 
after  serving  as  a family  practice 
physician  in  Greensburg  since 
1934. 

Dr.  Don  M.  Henry,  a Munster 
obstetrician/gynecologist,  was  a 
contestant  on  the  "Jeopardy"  tele- 
vision game  show;  although  he 
led  early  in  the  game,  he  lost  in 
the  final  round  of  the  program. 

Dr.  Victor  G.  Viray  has  re- 
tired after  30  years  as  a 
Crawfordsville  general  surgeon. 

Dr.  Richard  H.  Shafer  has 
retired  after  43  years  as  an  Alex- 
andria family  practitioner. 

Dr.  Ralph  H.  Young,  a retired 
Goshen  physician,  was  named 
Rotarian  of  the  Year  by  the 


Goshen  Rotary  Club.  _l 

New  ISMA  members 
Elaine  M.  Arata,  M.D.,  Howe, 
internal  medicine. 

Robert  C.  Beeson,  M.D.,  In- 
dianapolis, family  practice. 

Robert  S.  Bradfield,  M.D., 
Evansville,  radiation  oncology. 

William  H.  Cooper,  M.D., 
Indianapolis,  neurology. 

Karen  O.  Ehrman,  M.D.,  In- 
dianapolis, radiology. 

John  O.  Grimm,  M.D.,  Evans- 
ville, orthopaedic  surgery. 

Paul  J.  Gruszka,  M.D, 
Valparaiso,  orthopaedic  surgery. 

Gene  R.  Lariviere,  M.D., 
Evansville,  general  surgery. 

David  M.  Loesch,  M.D.,  In- 
dianapolis, internal  medicine. 

Charles  C.  MacDonald  II, 
M.D.,  Evansville,  pediatrics. 

Joseph  A.  Maggioncalda, 
M.D.,  Evansville,  anesthesiology. 

David  L.  Mitchell-Flynn, 
M.D.,  Lafayette,  family  practice. 

Luke  A.  Pluto,  M.D.,  India- 
napolis, pulmonary  diseases. 

Emily  F.  Pollard,  M.D.,  India- 
napolis, plastic  surgery. 

Kathleen  Rintz,  M.D., 
Valparaiso,  orthopaedic  surgery. 

James  F.  Rold,  M.D.,  Evans- 
ville, radiology. 

Daniel  B.  Sullivan,  D O., 


Newburgh,  anesthesiology. 

Residents 

James  W.  Akin  Jr.,  M.D.,  India- 
napolis, reproductive  endocrinol- 
ogy- 

Maryann  L.  Bridge,  M.D., 
Indianapolis,  anatomic/clinical 
pathology. 

Gregory  M.  French,  M.D., 
Indianapolis,  internal  medicine. 

Harry  C.  Genovely,  M.D., 
Indianapolis,  cardiovascular  dis- 
eases. 

Ben  H.  Harmon,  M.D.,  India- 
napolis, diagnostic  radiology. 

David  K.  Hilton,  M.D., 
Evansville,  psychiatry. 

Joseph  A.  La  Rosa,  M.D., 
Indianapolis,  obstetrics  and  gyne- 
cology. 

Blair  S.  MacPhail,  M.D.,  In- 
dianapolis, cardiovascular  dis- 
eases. 

Carla  G.  Mishler,  M.D., 
Nappanee,  family  practice. 

Binh  Q.  Nguyen,  M.D.,  India- 
napolis, ophthalmology. 

James  C.  Ransbottom,  M.D., 
Muncie,  internal  medicine. 

David  B.  Thomas,  M.D.,  In- 
dianapolis, gastroenterology. 

Boguslaw  Uchman,  M.D., 
Muncie,  anatomic/clinical  pathol- 
ogy. □ 
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OFFICERS 

President  — Michael  O Mellinger,  LaGrange 
Pres  -elect  — ( Dyke  Fgnat/,  Schererville 
Immediate  Past  Pres  George  11  Rawls,  Indianapolis 
Executive  Director  — Richard  R King,  Indianapolis 
Treasurer  — Max  M.  VVesemann,  Franklin 
Asst  Treasurer  John  A Bi/al,  Evansville 
Speaker  — William  H Beeson,  Indianapolis 
Vice  Speaker  — William  C Van  Ness  II,  Summit ville 

EXECUTIVE  COMMITTEE 

’Michael  O Melhnger,  LaGrange 
C Dvke  Egnat/.  Schererv  ille 
George  H.  Rawls,  Indianapolis 
William  F.  Cooper,  Columbus 
Max  M Weseniann,  Franklin 
John  A Bizal,  Evansville 
Clarence  G.  Clarkson,  Richmond 
Peter  Winters,  Indianapolis 
William  II  Beeson.  Indianapolis 
William  C.  Van  Ness  II,  Summitville 

I RUSTEES  (Terms  end  in  October) 

District 

1 — Bruce  Ronnck,  Evansville  (1992) 

2 — Jerome  F Melchior,  Vincennes  (1993) 

3 — Gordon  I Gutmann,  Jeffersonville  (1941) 

*4  — William  1 Cooper,  Columbus  (1992) 

5  — Fred  1:  I laggertv.  Green  castle  (1993) 
b — Clarence  G Clarkson,  Richmond  (1991) 

7  — Donna  J Meade,  Indianapolis  (1992) 

7 — John  M Records,  Franklin  (1993) 

7 — Peter  I Winters,  Indianapolis  (1991) 

8 — John  V.  Osborne,  Mumie  (1993) 

9 — R Adrian  Lanning,  Noblesville  (1991) 

10  — Nicholas  L.  Polite,  Hammond  (1992) 

II  — Jack  W.  Higgins,  Kokomo  (1993) 

12  — John  R Thomas,  Fort  Wavne  (1991) 

13  — Allred  C Cox,  South  Bend  (1992) 

RMS  — Rick  Robertson,  Indianapolis  (1991) 

MSS  — Andre  Stovall,  Indianapolis  (1991) 

’Chairman 

ALTERNATE  TRUSTEES  (Terms  end  in  October) 
District 

1 — Barnev  Maynard,  Evansville  (1991) 

2 — James  Beck,  Washington  (1992) 

3 — John  11  Seward,  Bedford  (1992) 

4 — Thomas  A Bariev,  North  Vernon  (199]) 


3 — Roland  M Kohr,  Terre  Haute  (1991) 

6 — Ray  A.  Haas,  Greenfield  (1992) 

7 — Ronald  G.  Blankenbaker,  Indianapolis  (1491) 

7 Bernard  Fmkes,  Indianapolis  (1992) 

7 - Charles  O.  McCormick  III,  Greenwood  (1993) 

8 — Susan  Pyle,  Union  City  (1991) 

9 - Stephen  D Tharp,  Frankfort  (1992) 

10  — Frank  M.  Sturdevant,  Valparaiso  (1991) 

11  — Laurence  K.  Musselman,  Marion  (1992) 

12  — Charles  M Frankhouser,  Fort  Wayne  (1992) 

13  — Richard  I Houck,  Michigan  Citv  (1991) 

RMS  — Mike  I .it  wilier,  Indianapolis  (1991) 

MSS  — Ruchir  Sehra,  Indianapolis  (1991) 

AMA  DELEGATES  (Terms  end  Dec.  31) 

Marvin  E.  Priddy,  Fort  Wavne  (1991) 

Peter  R Petrich,  Attica  (1991) 

Herbert  Khalouf,  Marion  (1991) 

John  A.  Knote,  Lafayette  (1992) 

Alvin  J Haley,  Carmel  (1992) 

George  T.  Lukemeyer,  Indianapolis  (1992) 

AMA  ALTERNATE  DELEGATES  (Terms  end  Dec.  31) 

John  D.  MacDougall,  Beech  Grove  (1991) 

William  C Van  Ness  II,  Summitville  (1991) 

Richard  L Reedy,  Yorktown  (1991) 

Shirley  Thompson  Khalouf,  Marion  (1992) 

Max  N.  Hoffman,  Covington  (1992) 

Edward  L Langston,  Indianapolis  (1992) 

DISTRICT  OFFICERS  AND  MEETINGS 

1 — Pres:  Richard  A.  Tibbals,  Evansville 

Secy:  Rex  H Ragsdale,  Evansille 
Annual  Meeting:  May  21,  1992 

2 — Pres  Paul  Daluga,  Linton 

Secy  Frederick  R Ridge,  Jr.,  Linton 
Annual  Meeting:  May  14,  1992 

3 — Pres  Stephen  R I lavens,  Jeffersonville 

Secv  Olegario  J Ignacio,  Jeffersonville 
Annual  Meeting:  May  20,  1992 

4 — Pres  Robert  L Forste,  Jr.,  Columbus 

Secv:  Jelferv  C Hagedorn,  Columbus 
Annual  Meeting  May  6,  1992 
3 — Pres  James  R Rudolph,  Greencastle 
Secv:  Peggy  Sankey-Swaim,  Rockville 
Annual  Meeting:  May  28,  1992 
b — Pres  Dennis  L.  Roberts,  Shelby  viRe 

Secy:  William  H Toedebusch,  Richmond 
Annual  Meeting  Mav  13,  1992 


CHAIRMEN  OF  ISMA  SPECIALTY  SECTIONS 


ALLERGY 

Paul  13.  lscnberg,  Indianapolis 

ANESTHESIOLOGY 
Stephen  F.  Dierdorf,  Indianapolis 

CUTANEOUS  MEDICINE 
Peter  L.  Winters,  Indianapolis 

DIRECTORS  MEDICAL  EDUCATION 
Stephen  Jav,  Indianapolis 

EMERGENCY  MEDICINE 
Thomas  t Madden,  Greenwood 

FAMILY  PRACTICE 
Dallas  E Coate,  Lebanon 

INTERNAL  MEDICINE 
Paul  T.  Battles,  Indianapolis 

MEDICAL  DIRECTORS  AND  STAFF  PHYSICIANS 
OF  NURSING  FACILITIES 
Larry  G Cole,  Yorktown 

N E U ROLOGIC  A L SU  RC,  E R Y 
Marvin  R Bernard,  Merrillville 

NEUROLOGY 

Charles  A Bonsett,  Indianapolis 

NUCLEAR  MEDICINE 
Mike  Mullinix,  Indianapolis 


OBSTETRICS  & GYNECOLOGY 
Philip  N.  Eskew  Jr.,  Carmel 

OP)  1THALMOLOGY 

D Dean  Cofield,  Bloomington 

ORTHOPAEDIC  SURGERY 
lames  G Buchholz,  Fort  Wayne 

OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 
William  F Cooper,  Columbus 

PATHOLOGY  & FORENSIC  MEDICINE 
Arthur  C.  Jav,  Columbus 

PEDIATRICS 

Michael  A Hogan,  Indianapolis 

PHYSIC  Al  MEDICINE  AND  REHABILITATION 
Arden  Pletzer,  Anderson 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 
Gary  A.  Babcoke,  Chesterton 

PSYCHIATRY 

Patricia  Sharpley,  Indianapolis 
RADIOLOGY 

Daniel  R Elliott,  Indianapolis 
SURGERY 

Ted  W Grisell,  Indianapolis 
UROLOGY 

Rodney  A.  Mannion,  LaPorte 


7 — Pres:  Bernard  J.  Emkes,  Indianapolis 

Secy:  1 1 Marshall  Trusler,  Greenfield 
Annual  Meeting:  To  be  announced 

8 — Pres: 

Secy: 

Annual  Meeting  June  3,  1992 

9 — Pres  Robert  E.  Darnaby,  Rensselaer 

Secy:  Stephen  D Tharp,  Frankfort 
Annual  Meeting:  June  10,  1992 

10  — Pres:  Filemon  P Lopez,  Dyer 

Secv;  Barron  M Palmer,  Hammond 
Annual  Meeting:  June  17,  1992 

1 1 — Pres:  Alan  R Crebo,  Kokomo 

Secy:  Frederick  C.  Poehler,  La  Fontaine 
Annual  Meeting:  Sept  18,  1991 

12  — Pres:  Mark  S.  Souder,  Auburn 

Secy:  John  A.  Egli,  Topeka 
Annual  Meeting  Sept  19,  1991 

13  — Pres:  Mark  A Ballard,  LaPorte 

Secv:  John  W.  Schurz,  South  Bend 
Annual  Meeting  Sept.  11,  1991 

COMMISSION  CHAIRMEN 

Constitution  and  Bylaws 

Helen  E.  Czenkusch,  Indianapolis 
Legislation 

Eugene  G.  Roach,  Anderson 
Physician  Assistance 
Dolores  Burant,  Elkhart 
Medical  Services 

Dallas  E.  Coate,  Lebanon 
Medical  Education 

James  E.  Carter,  Indianapolis 
Sports  Medicine 

Ronald  G Blankenbaker,  Indianapolis 

COMMITTEE  CHAIRMEN 

Medical  Malpractice  (Ad  Hoc) 

George  T.  Lukemeyer,  Indianapolis 
Grievance 

Richard  B.  Schnute,  Indianapolis 
Indiana  Medical  Foundation 

Frank  B Ramsey,  Indianapolis 


ISMA  KEY  STAFF 

Richard  R.  King,  Executive  Director 

Adele  Lash,  Director  of  Operations/Communications 

Mike  Abrams,  Director  of  Marketing/Legislation 

John  Wilson,  Director  of  Administration 

Ronald  Dyer,  General  Counsel 

Susan  Grant,  Executive  Assistant 

Richard  Ryan,  Field  Services  (Northern) 

Bob  Sullivan,  Field  Services  (Central) 

Janna  Kosinski,  Field  Services  (Southern) 

Tina  Dillard,  Reimbursement  Coordinator 
Barbara  Walker,  Reimbursement  Coordinator 
Tom  Martens,  Member > Health  Insurance 
Tina  Sims,  i\dia\a  \imia\F 
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Bolander  Woods 

7644  William  Penn  Place 
North  of  75th  St.  on  Sargent  Rd. 


10550Loppergate 
West  of  Ditch  on  106th  St. 


- 


Claybridge 

632  Mayfair  Lane 
126th  St.  and  Spring  Mill  Rd. 


When  you  consider 
the  luxuries  in  these 
homes,  it  becomes 
clear  why  so  very 
few  are  available. 


Four,  to  be  exact  846-7311. 


Paul  E.  Estridge  proudly  presents  four  of  the  most 
impressive  homes  in  the  area.  Now  you  can  indulge 
in  the  luxury  of  one  of  these  magnificent  creations 
and  become  one  of  the  | 

privileged  few. 

Call  Gary  McNutt  today 
for  your  private  showing,  . 

846-73 1 1 . J_jstndge  Corp. 


DESIGNER  • BUILDER  • DEVELOPER 


We  also  offer  an  exclusive  selection  of  homesites  and  custom  home  opportunities,  priced  from  $500,000. 
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EMERGENCY  ROOM  PHYSICIANS  - 

Full-  and  part-time  positions  avail- 
able for  emergency  department 
coverage  in  east  central  Indiana 
hospitals.  Flexible  shifts,  including 
day,  evening  and  weekends. 
Competitive  wages  and  malprac- 
tice insurance  are  provided.  Con- 
tact Stephen  R.  Myron,  M.D.,  430 
W.  Votaw,  Portland,  IN  47371,  1- 
800-858-6735  or  (219)  726-6327. 

FOR  SALE  BY  OWNER  - Deeded 
property  share  on  Lake  Freeman, 
Monticello,  Ind.  Cottage  and 
wooded  park  for  recreational  ve- 
hicle. Plenty  of  activities,  use  of 
the  lake  and  clubhouse  for  mem- 
bers only.  Call  (317)  778-2129  or 
(317)  778-3771. 

STUDENT  HEALTH  PHYSICIAN  for 

outpatient  medical  care  of  adoles- 
cents and  adults.  Primary  care 
physician  with  board  certification 
preferred.  Licensed  or  eligible  for 
Indiana.  No  weekend  or  night 
hours.  Excellent  benefit  package. 
Send  curriculum  vitae  to  Robert 
Hongen,  M.D.,  Medical  Director, 
Indiana  University  Health  Center, 
600  N.  Jordan  Ave.,  Bloomington, 

IN  47405.  Apply  by  Sept.  30,  1991. 
Indiana  University  is  an  Affirmative 
Action/Equal  Opportunity  Em- 
ployer. 

OCCUPATIONAL  MEDICINE  - Na- 
tionally recognized  OM  clinic  spe- 
cializing in  occupational,  preven- 
tive and  rehabilitative  medicine 
has  opportunity  for  staff  physician. 
Competitive  salary  and  benefits. 
BC/BE  in  OM  or  equivalent  experi- 
ence preferred.  Low-crime  area 
45  minutes  south  of  Indianapolis. 
Noted  for  excellent  schools  and 
recreation.  Send  resume  to  John 
Rodway,  M.D.,  Corporate  Medical 
Director,  Cummins  Engine  Co.,  605 
Cottage  Ave.,  Columbus,  IN  47201. 
Telephone:  (812)  377-6020.  Fax: 
(812)  377-6024. 

FOURTH  OB/GYN  - Near  major  city 
in  your  area.  Medical  school  and 
cultural  advantages.  1 ,300  deliver- 
ies, plus  surgeries.  LDRP  and 
epidurals.  Call  Walter  F.  Smith, 


Ph.D.,  1-800-221-4762. 

EMERGENCY  MEDICINE  - Expand- 
ing emergency  medicine  contract 
group  needs  physician  for  north- 
east Indiana  hospital.  Competitive 
salary  and  benefits.  Contact  Pre- 
ferred Medical  Management,  P.O. 
Box  1897,  Marion,  IN  46952. 

FAMILY  PRACTICE,  OB-GYN  AND 
INTERNAL  MEDICINE  positions  are 
available  in  a variety  of  settings 
from  central  Ohio,  through  Michi- 
gan, Indiana,  Wisconsin  and  Illinois 
to  the  rolling  plains  of  Kansas. 

Single  or  multi-specialty  groups  or 
solo  with  call  coverage.  Attractive 
guarantees  and  benefits.  For 
more  information,  please  call  our 
toll-free  number,  1-800-243-4353,  or 
send  your  CV  to  STRELCHECK  & 
ASSOCIATES,  INC.,  10624  N.  Port 
Washington  Road,  Mequon,  Wl 
53092. 

ARE  YOU  SEEKING  A POSITION  in 

neonatology,  orthopaedics,  der- 
matology, allergy,  radiology  or 
general/vascular  surgery?  We 
have  openings  in  Ohio,  Michigan, 
Missouri,  Wisconsin  and  Nebraska. 
Attractive  guarantees  and  benefit 
packages.  Single  or  multi-specialty 
groups.  To  discuss  your  practice 
preferences  and  these  opportuni- 
ties, please  call  our  toll-free  num- 
ber, 1-800-243-4353,  or  send  your 
CV  to  STRELCHECK  8c  ASSOCIATES, 
10624  N.  Port  Washington  Road, 
Mequon,  Wl  53092. 

PEOPLE’S  HEALTH  CENTER,  which  is 
a community  health  center,  is 
seeking  candidates  for  the  position 
of  executive  director.  Qualified 
applicants  will  possess  an  MBA/ 
MPH  or  MHA  and  a minimum  of 
two  years  of  experience.  Resumes 
to  Executive  Director,  Search  Com- 
mittee, People's  Health  Center, 
2340  E.  10th  St.,  Indianapolis,  IN 
46201. 

REFURBISHED  EQUIPMENT  - Pelton 
Crane  Ultraclave-recording  ther- 
mometer, warranty,  $6,200. 

Hewlett  Packard  heart  monitors, 
defibs  and  print-out.  Ohio  anes- 


thesia machines:  Forreger,  copper 
kettle  with  ethrane  and  fluothane, 
vaporizers.  Fluothane  vaporizers, 
Mark  II,  $300  each.  Ohio  vapor- 
izer, isoflurane,  $475  each.  Coulter 
counter,  CBC-4  with  hemoglobin, 
excellent  condition,  warranty.  Suc- 
tion pumps.  Electrosurgical  units. 
OR  lights.  One  electric  and  one 
hydraulic  table.  Ultrasonic  instru- 
ment cleaner,  warranty.  Call  or 
write  Bernard  Medical  Resources, 
1555  Dixie  Highway,  Covington,  KY 
(606)  581-5205. 

REDUCE  DEBT.  $10,000  toward 
payment  of  medical  school  debt 
for  suitable  family  practitioner  join- 
ing our  group.  Send  resume  for 
more  information  to  Family  Medi- 
cine, Inc.,  1020  N.  J St.,  Richmond, 
IN  47374. 

WANTED:  BC  FPs  who  are  ener- 
getic, enthusiastic,  committed  and 
skilled  for  unique  solo  or  develop- 
your-own  group  situation  in  south- 
ern Indiana/northern  Kentucky. 
Generous  guarantee  and  start-up 
assistance,  new  office  with  full 
subsidy,  excellent  support  staff, 
immediate  patient  base  and  a 
comprehensive  program  to  help 
you  relocate  and  build  your  prac- 
tice. Mail  CV  to  or  call  Dorothy 
Tarro,  The  Furst  Group,  6085 
Strathmoor  Drive,  Rockford,  IL 
61107,  1-800-383-9331. 

PRIMARY  CARE  - FP,  IM,  GS,  pedi- 
atrics. Hospital-sponsored  inde- 
pendent practices.  Progressive 
community  hospital,  58  beds  with 
24-hour  ED,  CT,  MRI,  new  ICU,  ex- 
tensive specialties  clinics,  excellent 
local  medical  staff  support.  Guar- 
anteed base  income,  malpractice 
insurance,  office  and  staff,  billing 
and  collections.  Tremendous 
growth  potential.  High-quality 
health  care  delivery.  Located  in 
historic  Rush  County,  50  minutes 
from  Indianapolis.  Excellent 
schools,  churches,  recreation,  in- 
dustry and  community  services. 
Contact  D.  M.  Duncan,  M.D.,  Rush 
Memorial  Hospital,  1300  N.  Main 
St.,  Rushville,  IN  46173,  (317)  932- 
4111. 
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FOR  SALE:  Coulter  Counter  CBC-5 
for  office  use.  Calculates  RBCs, 
WBCs,  hemoglobin,  MCV,  hemat- 
ocrit. Reconditioned  machine  still 
in  the  box,  never  used.  $1 ,000. 
Please  contact  F.L.  Meshberger, 
M.D.,  2101  Jackson  St.,  Suite  211, 
Anderson,  IN  46014,  (317)  646-8320. 

COMPLETE  COMPUTER  IMAGING 

system  for  sale.  Please  call  for 
information.  (317)  841-5420. 

EVANSVILLE,  IND.  - For  sale  or 
lease.  Professional  office  space 
located  next  to  physicians/dentist. 
Laboratory  a few  steps  away. 
Neighboring  medical  building  be- 
ing built  to  include  lab  and  x-ray. 
Call  Dr.  Holajter,  (812)  422-4397  or 
Gene  Tyring,  (812)  428-2858. 

INTENSIVIST/PULMONARY/CRITICAL 
CARE  Solo  internal  medicine 
practitioner  seeking  BC/BE 
pulmonologist,  critical  care  or 
intensivist  to  expand  intensive  care 
activities  with  special  interest  in 
hospital  intensive  care,  plus  consul- 
tative and  primary  care  practice 
in  Indianapolis,  Ind.  Competitive 
salary  commensurate  with  experi- 
ence, and  excellent  benefits  with 
, partnership  available  after  two 
years.  Reply  Box  19165,  India- 
napolis, IN  46219. 

ALL  SPECIALTIES  - Board-certified 
physicians  with  superb  academic 
credentials  needed  for  quality 
medical-legal  case  review  and 
expert  witness  consultation.  Send 
curriculum  vitae  in  confidence  to 
Medical  Review  Service,  P.O.  Box 
1515,  Martinsville,  IN  46151,  phone 
(317)  342-7752. 

FOR  SALE  - One  new,  unused 
Dupont  Analyst  bench-top  chemis- 
try system.  Includes  lipid  rotator, 
dilutor  and  operator's  manual. 

Call  (317)  293-7575  - daytime,  9:30 
a.m.  to  5 p.m..  except  Wednes- 
day, or  (317)  251-5212  after  6 p.m. 

FAMILY  PRACTICE  - Hospital-spon- 
sored  clinic  opportunity.  Dynamic, 
growth-oriented  hospital  in  beauti- 
ful north  central  Wisconsin  is  seek- 


ing family  physicians  to  join  a 
growing  practice  in  a new  facility. 
The  administrative  burdens  of 
medical  practice  will  be  minimized 
in  this  hospital-managed  clinic. 

The  hospital  has  committed  to  an 
income  and  benefit  package  that 
is  significantly  higher  than  similar 
opportunities.  Package  includes 
base  income,  incentive  bonus, 
malpractice,  disability,  signing 
bonus  and  student  loan  reduction/ 
forgiveness  program.  All  reloca- 
tion costs  will  be  borne  by  the 
hospital.  Please  contact  Kari 
Wangsness,  Associate,  The  Chan- 
cellor Group,  Inc.,  France  Place, 
Suite  920,  3601  Minnesota  Drive, 
Bloomington,  MN  55435,  (612)  835- 
5123. 

INTERNIST  OR  INTENSIVIST  - BC/BE 
To  join  a busy  four-man  practice 
with  special  interest  in  hospital 
intensive  care,  plus  consultative 
and  primary  care  practice  in  the 
Indianapolis  area.  Will  offer  part- 
nership. Reply  to  Box  19616,  India- 
napolis, IN  46219. 

FAMILY  PRACTITIONERS/INTERNISTS 

- MetroFlealth.  an  affiliate  of  Meth- 
odist Hospital  of  Indiana,  Inc.,  is 
seeking  board-certified/eligible 
family  practitioners  and  internists. 
Share  the  advantages  of  joining 
an  established  prepaid 
multispecialty  physician  group 
offering  an  ideal  blend  of  practice 
and  lifestyle,  paid  professional 
liabilify,  competifive  compensafion 
and  fringe  benefit  packages.  Our 
practice  is  located  in  Indianapolis, 
a thriving  Midwest  community 
offering  a number  of  cultural,  edu- 
cational and  recreational  activi- 
ties. For  confidential  consider- 
ation, submit  curriculum  vitae  to 
MetroHealth  Physician  Recruit- 
ment, P.O.  Box  1367,  Indianapolis, 
IN  46206. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 
exist  in  the  state  of  Indiana.  Call 
Patti  Quiring  at  (317)  633-6444  at 
work  or  (317)  823-4746  at  home. 
Patti  is  a physician  recruiter  for 
Technical  Resource  Group,  which 


is  an  executive  search  firm  head- 
quartered in  Indianapolis. 

POSITION  AVAILABLE  with  thriving 
three-clinic  urgency  care  corpora- 
tion. Practice  heavily  emphasizing 
industrial,  sports  medicine  and 
wellness  programs.  Regular  work 
week,  no  call  Assistant  medical 
director  available.  Salary  and 
benefits  in  six  figures.  Contact  Dr. 
Dean  Elzey,  (219)  489-2772. 

EMERGENCY  MEDICINE  - Terre 
Haute.  Ind.  Local  multi-hospital 
group  seeking  full-time  career- 
oriented  emergency  physician  for 
position  in  small-  and  medium- 
volume  community  hospitals.  Flex- 
ible scheduling,  very  competitive 
compensation  package,  partner- 
ships available.  Send  CV  or  con- 
tact William  R.  Grannen,  Priority 
Health  Care,  P.C.,  7179  Lamplite 
Ct.,  Cincinnati.  OH  45244,  (513) 
231-0922. 

EMERGENCY  PHYSICIANS  WANTED  - 

For  Fayette  Memorial  Hospital  in 
Connersville,  Ind.  Will  consider  all 
physicians  with  emergency  medi- 
cine experience.  15,000  visits/year 
Fee-for-service  group  does  its  own 
billing.  Hourly  compensation 
based  on  training,  experience  and 
qualifications.  Excellent  fringe 
benefit  package  includes,  life, 
health,  disability  and  malpractice 
insurance  plus  CME  allowance, 
ACEP  and  ISMA  dues,  pension 
plan  and  potential  bonus.  Con- 
tact Michael  D.  Bishop,  M.D., 
FACEP,  Emergency  Care  Physi- 
cians, 640  S.  Walker  St.,  Suite  A, 
Bloomington,  IN  47403,  (812)  333- 
2731. 

CENTRAL  INDIANA  - Physician- 
owned  emergency  group  accept- 
ing applications  for  full-time,  ca- 
reer-oriented emergency  physi- 
cians. Flexible  work  schedules  and 
excellent  benefit  package.  Part- 
time  and  directorship  positions  also 
available.  Send  CV  or  contact 
Midwest  Medical  Management, 
Inc.,  528  Turtle  Creek,  North  Drive, 
Suite  F-4,  Indianapolis,  IN  46227, 
(317)  783-7474.  J 
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Mark  Your 
Calendars! 

Who:  ISMA  members 

What:  Annual  convention 

When:  Nov.  8-10,  1991 

Where:  Westin  Hotel  in 

downtown 
Indianapolis 


Advertising  index 


Alliant  Health  System  553 

American  Medical  Association 564 

Central  Pharmaceuticals 548 

The  Ear  Institute  of  Indiana  589 

Estridge  Corporation,  Paul 593 

Indiana  Bell  529 

Lilly,  Eli  & Co 538,  539 

Lincoln  National  Life 587 

Medical  Protective 531 

MidWest  Medical  Center 563 

Palisades  Pharmaceuticals 526 

Physicians'  Directory 565 

Physicians  Insurance  Co. 

of  Indiana Cover,  561 

Roche  Laboratories 533 

G.D.  Searle  and  Company Cover 

Summer  Trace  Retirement  Community 549 

U.S.  Air  Force 557 

U.S.  Army  National  Guard 544 

U.S.  Army  Reserve 589 

University  Microfilms 539 

University  Place 545 

Van  Ausdall  + Farrar Cover 

Wabash  Medical  Resources 552 


For  more  information:  Call 

Denise  Le  Doux  at  the  ISMA, 
(317)  261-2060  or  1-800-969- 
7545. 

M J) 


In  accepting  advertising  for  publication,  Indiana 
medicine  has  exercised  reasonable  precaution  to  en- 
sure that  only  reputable,  factual  advertisements  are 
included.  However,  we  do  not  have  facilities  to 
make  comprehensive  or  complete  investigation,  and 
the  claims  made  by  advertisers  in  behalf  of  goods, 
services,  medicinal  preparations,  apparatus  or  physi- 
cal appliances  are  to  be  regarded  as  those  of  the 
advertisers  only.  Neither  sanction  nor  endorsement 
of  such  is  warranted,  stated  or  implied  by  the  asso- 
ciation. 

V J 


Are  you  moving? 


It  so.  please  send  change  of  address  to  the  Indiana  State  Medical  Association,  Membership  Department,  322  Canal  Walk, 
Indianapolis,  IN  46202-3252,  at  least  six  weeks  before  you  move. 


Name: 

J Home 
Address:  -I  Office 

City: 

State:  Zip:  County: 

Office  phone:  Home  phone: 

IMPORTANT  - Attach  mailing  label  from  your  last  copy  of  Indiana  medicine  here: 
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TO  SEE  BEYOND 
THE  NEEDS  OF  TODAY... 


YOU  NEED  CALYX 

Calyx  provides  powerful  software 
solutions — written  to  manage  the 
changing  regulations  facing  the  modern 
medical  practice.  Easy  to  learn. 

Easy  to  use.  Easy  to  produce  results. 


A FLAGSHIP  COMPANY 

150  N.  Sunnyslope  Road,  Suite  375, 
Brookfield,  WI 53005 
Phone  (800)  558-2208 
Fax  (414)  782-3182 


Van  Ausdall  & Farrar,  a specialist  in 
medical  practice  automation  for  over 
75  years,  has  teamed  up  with  Calyx  to 
provide  the  total  solution  to  your  prac- 
tice's needs.  For  more  information 
call  (317)  634-2913. 


VanAusdall 
+ Farrar  — 

TOTAl  OFFICE 
AUTOMATION 

1214  North  Meridian  Street 
Indianapolis,  Indiana  46204 
Phone  (317)  634-2913 
Fax  (317)  638-1843 


SUSTAINED-RELEASE  CAPLETS 


Address  medical  inquiries  to: 
G.D.  Sear/e  & Co. 

Medical  & Scientific 
Information  Department 
4901  Searle  Parkway 
Skokie,  IL  60077 


G.D  Searle  & Co  . 
Box  5 110.  Chicago. 
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THE  PKI/ISMA 


Reduce  The  Cost  of  Your  Insurance 
Through  Effective  Risk  Management 

Attendance  at  a PICI  Risk  Management  Seminar  will  result  in: 

• Automatic  enrollment  in  the  PREFERRED  RISK  PLAN 

• 5%  premium  credit 

• Eligibility  for  as  much  as  15%  loss-free  premium  credit 

• 2 Hours  Category  1 CME  Credits 

1991  RISK  MANAGEMENT  SEMINAR  SCHEDULE 


DATE 

CITY 

DATE 

CITY 

3/5 

Lafayette 

4/10 

Terre  Haute 

3/6 

Merrillville 

4/11 

Muncie 

3/7 

Elkhart 

6/5 

Bloomington 

3/19 

Ft.  Wayne 

10/1 

Merrillville 

3/20 

Marion 

10/2 

South  Bend 

3/21 

Indianapolis 

10/3 

Ft.  Wayne 

4/2 

Evansville 

10/8 

Carmel 

4/3 

Clarksville 

10/10 

Clarksville 

4/4 

Columbus 

11/9 

Indianapolis 

Medical  Staff 

- 4:00 

- 6:00  p.m. 

Physicians  - 

7:00- 

9:00  p.m. 

For  more  information,  contact  the  PICI  Customer  Services  Department  at: 
800-284-7424  or  317-469-4100. 


pHv/icion/  in/uRAnce  f 
compflfiv  OF  IflDIfiflfl  J^DtCAL 

ASSOCIATION 


“Together,  We  Make  The  Difference ” 

Physicians  Insurance  Company  of  Indiana 

8425  Woodfield  Crossing  Blvd.,  Suite  300,  Indianapolis,  IN  46240 


INDIANA 

MEDICINE 

The  Journal  of  the  Indiana  State  Medical  Association 

September  1991  Vol.  84,  No.  9 


scientific  contributions 


Clozapine:  A novel  antipsychotic  with  a 

controversial  introduction 606 

Conservative  treatment  of  genus  valgus 

and  varum  with  medial/lateral  heel  wedges 614 

Surgical  myocardial  revascularization  for  the  1990s 616 

Ultrasound  and  computed  tomography- 

guided  percutaneous  cholecystostomy 620 

Thymic  hyperplasia  after  chemotherapy: 

Two  case  reports  and  a literature  review 624 


features 


Cover  story  on  page  633.  Print 
by  Betty  Boyle  of  Columbus, 

Ind.  Cover  design  by  Diane 
Alfonso  of  Indianapolis.  See 
page  648  for  information  about 
the  artist. 


What  you  should  know  about  the 
Americans  with  Disabilities  Act 

The  Americans  with  Disabilities  AftHferfitAS 
eliminating  discrimination  against  pecM&^M^i£ 


Digest  of  health  and  medical  laws: 
1991  Indiana  General  Assembly  .... 
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PmciAn  Opportunity 


A Natural  Selection 


St.  Luke's  Healthcare 
Association  - a progressive, 
multifacility  healthcare  sys- 
tem located  in  Saginaw, 
Michigan  - currently  has 
private  practice  and  hospi- 
tal career  opportunities 
for  physicians 
in  selected 
areas  of  spe- 
cialization. 

The  Associa- 
tion provides 
a complete 
range  of  spe- 
cialty care 
units,  includ- 
ing adult  and 
pediatric  inten- 
sive care,  coro- 
nary care  and  emergency 
care.  We  recently  opened 
The  Family  Birth  Center™ 
- a progressive,  new, 
single-room  obstetrics  unit. 
And  we  cooperate  in  an  ac- 
tive  residency  program 


affiliated  with  Michigan 
State  University’s  College 
of  Human  Medicine. 

St.  Luke's  Healthcare  As- 
sociation is  a diverse  and 
growing  organization,  anx- 
ious to  meet 
with  physi- 
cians inter- 
ested  in  pursu- 
ing a career 
marked  by  a 
strong  admin- 
istration/physi- 
cian working 
relationship 
and  a team 
approach  to 
patient  care. 

If  you’re  such  a physician, 
St.  Luke’s  Healthcare 
Association  and  Saginaw, 
Michigan,  are  natural 
selections.  Contact  us 
today  for  additional 
information. 


Call  or  write  Jan  Gould, 
Physician  Recruiter: 

St.  Luke’s  Hospital 
700  Cooper  Ave. 
Saginaw,  MI  48602 
1-800-633-3546. 


<¥> 

StUkes 


A service  of  St.  Luke's  Healthcare  Association 
©1991  St.  Luke's  Healthcare  Association.  All  rights  reserved 
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Patients  Compensation  Fund 
surcharge  to  increase  Oct.  1 

The  Patients  Compensation  Fund  surcharge  will  be  increased  to 
150%  Oct.  1.  The  increase,  approved  April  22,  was  originally  sched- 
uled to  take  effect  July  1,  but  was  delayed. 

ISMA  members  can  pay  dues 
with  VISA  or  MasterCard 

A new  payment  option  has  been  added  to  the  redesigned  1992  ISMA 
membership  dues  statement,  to  be  mailed  in  October.  Physicians  can 
now  use  VISA  or  MasterCard  to  pay  their  dues. 

Those  wishing  to  charge  their  dues  should  complete  the  information 
required,  including  the  charge  card  account  number  and  expiration 
date,  sign  the  statement  and  send  it  to  the  ISMA.  An 
acknowledgement  of  payment  will  be  sent  with  the  membership 
card. 

If  you  have  questions  about  the  dues  statement,  call  your  ISMA  field 
representative  or  the  ISMA  Membership  Department,  (317)  261-2060 
or  1-800-969-7545. 

ISMA  convention  to  feature  risk 
management  seminar 

Risk  management  will  be  discussed  during  a seminar  at  the  annual 
ISMA  convention  Nov.  8 to  10  at  the  Westin  Hotel  in  downtown 
Indianapolis. 

Physicians  Insurance  Company  of  Indiana  will  sponsor  the  risk  man- 
agement seminar,  which  will  carry  two  hours  of  Category  1 CME 
credit.  During  a program  given  by  the  ISMA  Medicare  reimburse- 
ment coordinator,  physicians  will  hear  the  latest  information  about 
the  resource-based  relative  value  scale  (RBRVS)  and  learn  more 
about  the  ABCs  (admitting,  billing  and  collections)  of  practice  man- 
agement. Also  on  the  agenda  are  House  of  Delegates  sessions,  refer- 
ence committee  meetings,  section  meeting,  a two-day  exposition  and 
the  President's  Night  Reception  and  Dinner.  Three  county  medical 
societies  will  sponsor  afterglows  to  honor  their  candidates. 

The  convention  pocket  guide  will  be  mailed  this  month.  For  more 
information,  call  Denise  Le  Doux,  (317)  261-2060  or  1-800-969-7545. 

ISMA  continues  seminars  on 
addictions  throughout  state 

V 

The  ISMA  Commission  on  Physician  Assistance  is  continuing  to 
present  its  seminars  on  addictions  at  various  locations  in  Indiana. 
Remaining  seminar  dates  and  locations  are:  Oct.  23,  Memorial  Hos- 
pital, South  Bend;  Oct.  30,  Floyd  Memorial  Hospital,  New  Albany; 
Nov.  6,  Methodist  North  Hospital,  Gary;  and  Nov.  20,  ISMA  head- 
quarters, Indianapolis. 

There  is  no  charge  for  the  seminars,  which  are  open  to  physicians, 
related  health  care  professionals  and  family  members.  Category  1 
CME  credit  will  be  given  by  the  American  Academy  of  Family  Phy- 
sicians. For  details,  call  Candace  Backer,  (317)  261-2060  or  1-800-969- 
7545. O 
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■ from  the  museum 


During  the  1 9tli  century, 
the  operating  room,  along  with 
surgical  equipment  and  accesso- 
ries, changed  dramatically.  The 
operating  room  of  the  early  19th 
century  was  the  patient's  home. 
The  kitchen  table  often  doubled  as 
the  operating  table,  and  friends 
and  relatives  served  as  the 
doctor's  assistants.  Doctors  oper- 
ated in  their  street  clothes;  instru- 
ments were  not  sterilized  and 
often  were  not  even  cleaned. 

Many  patients  died  of  infection. 

In  the  1860s,  Louis  Pasteur 
discovered  that  living  organisms 
caused  putrefaction,  or  the  decay 
of  organic  matter.  Joseph  Lister, 
who  became  acquainted  with 
Pasteur's  work  in  1865,  suggested 
that  these  same  micro-organisms, 
airborne  germs,  could  cause  infec- 
tion in  open  wounds.  He  recom- 
mended that  wound  dressings  be 
soaked  in  carbolic  acid  and  later 
urged  surgeons  to  spray  the  oper- 
ating room  with  carbolic  acid. 
Many  doctors  did  not  accept 
Lister's  antiseptic  operating  meth- 
ods. Even  those  who  did  contin- 
ued operating  in  street  clothes. 


Thus,  early  operating  rooms  were 
far  from  aseptic. 

With  the  development  of  bac- 
teriology in  the  1870s  and  1880s, 
more  doctors  became  aware  of  the 
need  for  an  aseptic  operating  en- 
vironment. Many  abandoned  the 
use  of  carbolic  acid  and  instead 
began  boiling  and  heating  instru- 
ments, sutures,  towels  and 
sponges  and  washing  their  hands 
with  soap  and  water. 

Special  surgical  garb  appeared 
in  the  1870s  with  the  introduction 
of  rubber  aprons.  These  aprons 
could  be  easily  cleaned  with  anti- 
septic fluids.  White  coats  ap- 
peared in  the  1880s  but  were 
worn  by  assistants  and  spectators. 
German  surgeons  began  wearing 
loose-fitting  surgical  gowns  over 
their  street  clothes  in  the  early 
1880s,  and  by  the  end  of  the  cen- 
tury, American  surgeons  had 
adopted  this  procedure.  Rubber 
gloves  were  first  worn  in  1893  by 
New  York  surgeon  William 
Halsted,  and  by  1900,  their  use 
was  commonplace.  By  1910,  caps 
had  become  an  important  part  of 
surgical  apparel.  Face  masks 
were  introduced  in  the  same  pe- 


General  surgical 
requirements  and 
surgical  garb. 
Taken  from  the 
Wm.  Armstrong 
& Co.  catalog, 
Indianapolis, 

Ind.,  (1901). 


riod,  but  resistance  to  their  use 
was  strong. 

Changes  in  instrumentation, 
however,  were  slow.  Even  after 
antiseptic  surgical  techniques 
were  introduced  by  Lister  in  1867, 
instrument  manufacturers  contin- 
ued to  produce  instruments  that 
could  not  be  sterilized.  Handles 
made  of  ebony,  bone  or  ivory 
were  damaged  by  the  use  of  car- 
bolic acid.  Instrument  manufac- 
turers, therefore,  replaced  the 
handles  with  hard  rubber 
(vulcanite)  and  ebonite.  Yet,  these 
materials  could  not  withstand 
sterilization.  The  instruments 
were  washed,  dried  and  placed 
into  velvet  or  silk-lined  cases. 

With  the  advent  of  aseptic 
surgery,  instrument  manufactur- 
ers began  producing  instruments 
that  could  withstand  the  high 
temperatures  required  for  steril- 
ization. The  new  aseptic  instru- 
ments were  made  of  alloy  steel 
and  lacked  ornamentation.  The 
handles  often  separated  from  the 
blades,  and  cases  were  lined  in 
leather  rather  than  velvet  or  silk. 

The  Indiana  Medical  History 
Museum's  collection  of  surgical 
equipment  reflects  the  advent  of 
aseptic  surgery.  Its  collection 
contains  everything  from  the  sep- 
tic instruments  with  ivory  and 
bone  handles  to  antiseptic  and 
aseptic  operating  kits,  including 
ones  distributed  locally  by  the 
William  Armstrong  Co.  in  India- 
napolis. It  also  has  carbolized 
sponges  and  sutures  and  antisep- 
tic anesthesia  equipment,  includ- 
ing an  Ellis  antiseptic  ether  in- 
haler. □ 

The  Indiana  Medical  History 
Museum  is  located  at  3045  W.  Ver- 
mont St.,  adjacent  to  Central  State 
Hospital,  in  Indianapolis.  Call  (317) 
635-7329  for  more  information. 
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Claybridge 

632  Mayfair  Lane 
126th  St.  and  Spring  Mill  Rd. 


When  you  consider 
the  luxuries  in  these 
homes,  it  becomes 
clear  why  so  very 
few  are  available. 

Four,  to  be  exact 


Paul  E.  Estridge  proudly  presents  four  of  the  most 
impressive  homes  in  the  area.  Now  you  can  indulge 
in  the  luxury  of  one  of  these  magnificent  creations 
and  become  one  of  the  1 

privileged  few.  Pri 

Call  Gary  McNutt  today 
for  your  private  showing,  jtT  . ^ 

846-7311.  JQjstndge  Corp. 


We  also  offer  an  exclusive  selection  of  homesites  and  custom  home  opportunities,  priced  from  $500,000. 


Brf 

B 

m -w 

III 

k / \ 

s/.  «a»  ni  Wfe. 

-{  nl  lie 

< mm  m 

lip 

T-  RsasR*  i3R 

HI  v in  ps  144 

H:|  ill  JIB 

INDIANA  MEDICINE/September  1991 


601 


■ what's  new 


American  Hospital  Publish- 
ing Inc.,  an  American  Hospital 
Association  company,  has  pub- 
lished a new  book  titled  the  ICD- 
9-CM  Coding  Handbook.  The  hand- 
book is  published  in  two  versions, 
one  that  includes  answers  for  the 
coding  exercises  provided  in  the 
handbook  and  one  that  does  not. 
The  revised  1991  edition  offers 
explanations  of  the  basic  prin- 
ciples behind  the  International 
Classification  of  Diseases , Ninth 
Revision,  Clinical  Modification  (ICD- 
9-CM).  To  order,  write  the  Ameri- 
can Hospital  Association  Services 
Inc.,  P.O.  Box  92683,  Chicago,  IL 
60675-2683. 

Wampole  Laboratories  has 

developed  the  STAT-CRIT"  instru- 
ment system  to  electronically  mea- 
sure hematocrit  and  calculate  he- 
moglobin levels  using  a dispos- 
able micro-blood  sample  carrier 
and  one  drop  of  whole  blood. 

The  STAT-CRIT®  can  be  used  in 
physician  offices,  emergency  and 
trauma  centers,  dialysis  centers 
and  free-standing  surgicenters. 

For  a free  trial  offer,  call  Wampole 
at  1-800-872-6538. 

Boehringer  Mannheim  has 

introduced  Chemstrip  Micral  Test 
Strips  for  screening  of 
microalbuminuria.  The  strip  is 
dipped  in  urine  for  five  seconds, 
and  after  five  minutes,  the  results 
can  be  read  using  the  color  chart 
on  the  side  of  the  vial.  The  strips 
are  available  in  vials  of  30  strips. 
For  more  information,  call  the 
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Boehringer  Mannheim  Diabetes 
Medical  Services  24-hour  hotline, 
1-800-858-8072. 

The  United  States 
Pharmacopeial  Convention  has 

published  the  1992  edition  of 
USAN  and  the  USP  Dictionary  of 
Drug  Names.  This  version  con- 
tains more  than  26,400  entries 
with  more  than  6,000  graphic  for- 
mulas. A list  of  orphan  drug  and 
biological  designations  includes 
products  in  the  investigational 
stage  that  have  not  yet  been  ap- 
proved or  licensed  for  marketing 
by  the  U.S.  Food  and  Drug  Ad- 
ministration. The  dictionary  is 
$90  per  copy.  To  order,  call  1-800- 
227-8772. 


CIBA-GEIGY  Pharmaceuti- 
cals has  received  permission  from 
the  U.S.  Food  and  Drug  Adminis- 
tration to  market  Lotension®  to 
treat  hypertension.  The  drug,  a 
non-sulfhydryl  angiotensin-con- 
verting enzyme  inhibitor,  lowers 
blood  pressure  and  exhibits  safety 
benefits  for  hypertensive  patients 
older  than  55  years  of  age. 
Lotensin  can  be  administered 
alone  or  in  combination  with 
thiazide  diuretics. 


News  of  what  is  new  in  the  medi- 
cal supply  industry  is  compiled 
from  news  releases.  Each  item 
published  does  not  necessarily 
constitute  an  endorsement  of  a 
product  or  recommendation  for  its 
use  by  Indiana  medicine  or  the 
Indiana  State  Medical  Association. 


The  American  Association  of 
Blood  Banks  has  published  the 

1991  Directory  of  Community  Blood 
Centers,  containing  more  than  125 
blood  centers  in  the  United  States. 
Each  blood  center  is  profiled,  in- 
cluding key  personnel,  number  of 
employees,  special  services  of- 
fered, components  produced, 
computer  services,  association 
memberships  and  financial  infor- 
mation. The  directory  is  $35.  To 
order,  contact  the  American  Asso- 
ciation of  Blood  Banks,  Sales  Of- 
fice, 1117  N.  19th  St.,  Suite  600, 
Arlington,  VA  22209,  (703)  528- 
8200. 

Amacom,  a division  of  the 
American  Management  Associa- 
tion, has  published  Affordable  Em- 
ployee Health  Care:  Options  for  a 
Model  Benefits  Plan.  The  book 
contains  descriptions  of  options 
for  structuring  a health  care  plan 
that  will  reduce  costs  while  ensur- 
ing adequate  care  for  employees. 
The  book  offers  suggestions  for 
making  the  best  use  of  limited 
health  care  dollars  to  protect  em- 
ployers and  employees.  The  400- 
page  book  is  $69.95. 

Lea  & Febiger  has  published 
four  new  books,  the  AOFAS  Foot 
and  Ankle  Manual,  Cardiac  Emer- 
gency Care,  Contemporary  Conserva- 
tive Care  for  Painful  Spinal  Disor- 
ders and  Electrocardiographic  Inter- 
pretation - A Self-Study  Approach  to 
Electrocardiography.  To  order  any 
of  the  books  on  a 30-day  ap- 
proval, call  1-800-638-0672.  □ 
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Some  Hospitals  Zap  More  Than 
Just  Your  Kidney  Stones. 


Through  a unique  joint  venture,  Alliant"  Health 
System  and  Jewish  Hospital  are  proud  to  bring  you 
the  most  sophisticated  technology  currently  available 
for  the  treatment  of  kidney  stones  at  a cost  that’s 
significantly  less. 

Our  new  L1THOSTAR"  lithotnpter  located  in  the 
Stone  Center  at  Methodist  Evangelical  Hospital  uses 
effective  low  energy  shock  waves  to  disintegrate  the 
stones,  which  allows  most  patients  to  avoid  extensive 
surgery,  anesthesia,  and  hospitalization. 


But  just  because  this  procedure  is  advanced  doesn’t 
mean  it  costs  a fortune.  In  fact,  we  offer  it  for  signifi- 
cantly less  than  the  other  hospitals  in  this  area.  And 
even  if  you’re  covered  by  insurance,  that  can  still  save 
you  hundreds  of  dollars  in  co-payments. 

So  even  though  we  make  kidney  stones  go  to  pieces, 
we’re  working  to  keep  your  healthcare  budget  intact. 
Ask  your  physician  about  this  new  technology  or  call 
502-629-8050  for  more  information. 


Jewish  Hospital 
Healthcare  Services 


Alliant 


Health  System,  Louisville,  KY 


©1991  Alliant  Health  Syster 


Norton  Hospital 

Kosair  Cliildren’s  Hospital 

Methodist  Evangelical  Hospital 


■cme  calendar 


Methodist  Hospital 

courses: 

courses: 

Methodist  Hospital  of  Indiana  will 

Sept.  25  - 19th  Annual  Fall 

Sept.  26-27-  Childhood  Leukemia 

sponsor  the  following  courses: 

Symposium:  Pediat- 

- Treatment  Issues. 

Sept.  27-28-  Child  Neurology 

ric  Surgery  for  the 

Oct.  10  - Annual  Family 

Getaway,  Hueston 

Pediatrician  and 

Medicine  Seminar: 

Woods  State  Park 

Family  Practitioner, 

Medical  Problems  of 

Lodge,  Ohio. 

University  Place 

the  Performing  Art- 

Oct.  3 - Brief  Cognitive 

Conference  Center 

ists. 

Therapy:  Behavioral 

and  Hotel,  India- 

All  seminars  will  be  held  in 

Care  of  the  Future, 

napolis. 

St.  Mary's  Medical  Center  Amphi- 

Westin  Hotel,  India- 

Sept.  27  - Gastroenterology 

theatre  in  Evansville.  For  details. 

napolis. 

Update  and  Gut 

call  (812)  479-4468. 

Oct.  11  - Diabetes  Update, 

Club  Meeting,  Uni- 

Omni  Severin  Hotel, 

versity  Place  Confer- 

Indpls.  Regional  Heart  Center 

Indianapolis. 

ence  Center  and 

The  Indianapolis  Regional  Heart 

Oct.  21-22  - AmbuQual  Users 

Hotel,  Indianapolis. 

Center  will  sponsor  these  CME 

Conference,  Days 

Sept.  28  - Management  of 

courses: 

Inn  at  the  Airport, 

Hypercholesterolemia, 

Sept.  23  - Cardiac  Team  In- 

Indianapolis. 

University  of  Notre 

Service,  Indiana 

Nov.  1-2  - Advanced  Cardiac 

Dame,  South  Bend. 

Heart  Physicians 

Life  Support  Course, 

Sept.  28  - American  Diabetes 

Conference  Center, 

Methodist  Hospital, 

Association, 

Indianapolis. 

Wile  Hall,  India- 

Sheraton  Inn,  North- 

Oct.  15-16  - Nursing  Cardiac 

napolis. 

east,  Indianapolis. 

Refresher  Program, 

Nov.  6 - Practical  Topics  in 

Oct.  18-19  - Family  Practice  Up- 

Indianapolis  Re- 

the  Care  of  the  Eld- 

date  in  Cardiology: 

gional  Heart  Center 

erly:  Lester  Bibler 

Emphasis  on  Office 

at  St.  Francis  Hospi- 

Day,  Methodist  Hos- 

Practice,  Krannert 

tal,  Indianapolis. 

pital,  Petticrew  Au- 

Institute  of  Cardiol- 

Oct.  17  - Cardiology  Grand 

ditorium,  Indianapo- 

ogy,  Indianapolis. 

Rounds,  Updates  in 

lis. 

Oct.  25  - Second  Annual 

Cardiac  Surgery, 

Nov.  15-16-  Advanced  Trauma 

Anxiety  Update, 

Catterhous, 

Life  Support  Course, 

University  Place 

Martinsville. 

Methodist  Hospital, 

Conference  Center 

Oct.  19  - Risk  Factor  Identifi- 

Wile  Hall,  India- 

and  Hotel,  India- 

cation  and  Manage- 

napolis. 

napolis. 

ment  Conference, 

For  more  information,  call 

Nov.  8-9  - Wound  Management 

The  Murat  Shrine, 

Dixie  Estridge,  (317)  929-8215. 

For  Health  Care 

Indianapolis. 

Providers,  Radisson 

Nov.  12  - Cardiology  Grand 

The  Ear  Institute 

Hotel,  Keystone  at 

Rounds:  Athletes 

The  Ear  Institute  of  Indiana  will 

the  Crossing,  India- 

and  Heart  Disease, 

sponsor  Otology  Update  1991  at 

napolis. 

Holiday  Inn  South, 

the  Community  Hospital  Profes- 

Nov.  14-15-  Garceau  Wray  Lee- 

Indianapolis. 

sional  Building  in  Indianapolis 

tures,  Indiana  Uni- 

Nov.  12-13-  Nursing  Cardiac 

Oct.  30. 

versity  Medical  Cen- 

Refresher  Program, 

For  details,  call  George 

ter,  Indianapolis. 

Indianapolis  Re- 

Hicks,  M.D.,  course  director,  (317) 

For  more  information,  call 

gional  Heart  Center 

842-4757  or  1-800-522-0734. 

Sheryl  King,  (317)  274-8353. 

at  St.  Francis  Hospi- 
tal, Indianapolis. 

Indiana  University 

St.  Mary's  Medical  Center 

For  more  information,  call 

The  Indiana  University  School  of 

St.  Mary's  Medical  Center  in 

Brandon  Roger  or  Marsha  Breen, 

Medicine  will  sponsor  these 

Evansville  will  sponsor  these 

(317)  783-2776.  □ 

604  INDIANA  MEDICINE/September  1991 


For  some  malpractice  carriers,  easy  come  meant  easy 
go.  But  not  The  Medical  Protective  Company.  Our  finan- 
cial stability  is  a legend  in  our  industry.  And  has  been 
since  we  invented  professional  liability  coverage  at  the 


turn  of  the  century.  Ninety  years  in  business  and  a 
continual  A+  (Superior)  rating  from  A.M.  Best  prove  it. 
Don’t  gamble  your  premium  dollars.  Put  your  money 
on  a sure  thing  and  call  our  general  agent  today. 


i£iL2i 

u (su\  yj>]  X 


NO  DOUBT. 

Vernon  E.  Hoover,  H.  Jere  Frey,  Michael  W.  Kinzer 
6100  North  Keystone  Avenue,  Suite  237,  PO.  Box  20576 
Indianapolis,  IN  46220 
(317)  255-6525 


Robert  B.  Newell,  J.  Barton  Lyon 
Suite  240,  2260  Lake  Avenue,  PO.  Box  5174 
Fort  Wayne,  IN  46895 
(219)  422-4783 


scientific  contributions 


Clozapine:  A novel 
antipsychotic  with  a 
controversial  introduction 


Mark  R.  Ogle,  M.D. 
Marvin  J.  Miller,  M.D. 


Abstract 


Schizophrenia  is  a common 
illness  afflicting  at  least  1 million 
Americans.1  In  1989,  schizo- 
phrenic inpatients  occupied  869 
beds  in  the  Indiana  hospital  sys- 
tem.2 The  annual  cost  nationwide 
for  providing  mental  health  ser- 
vices for  schizophrenic  patients  is 
estimated  at  $20  billion;1  the  cost 
of  suffering  for  patients  and  their 
families  is  incalculable. 

Schizophrenia  treatment  was 
revolutionized  in  the  1950s  with 
the  introduction  of  chlorproma- 
zine  and  equivalent  antipsychotic 
drugs.  However,  considerable 
problems  remain.  About  10%  to 
20%  of  schizophrenic  patients  do 
not  respond  to  these  medications,4 
and  20%  to  30%  of  the  responders 
relapse  within  two  years.5 

These  sobering  facts  explain 
the  excitement  in  the  mental 
health  community  in  February 
1990,  when  Sandoz  Pharmaceuti- 
cals released  clozapine,  an  "atypi- 
cal" antipsychotic,  for  general 
distribution  in  the  United  States.6 
In  a large,  well-designed  double- 
blind trial,  clozapine  was  superior 
to  chlorpromazine  in  the  "treat- 
ment-resistant" schizophrenic 
patient.1 

The  enthusiasm  engendered 
by  clozapine's  release  was  initially 


Last  year's  introduction  of  clozapine,  an  atypical  antipsychotic,  in 
the  United  States  was  the  most  significant  advance  in  schizoprenia 
treatment  since  the  advent  of  chlopromazine  in  the  1950s.  However, 
clozapine  has  a disturbingly  high  incidence  of  agranulocytosis.  The 
drug  manufacturer  designed  a complex  and  expensive  mandatory 
blood  monitoring  system  that  was  dismantled  after  public  pressure 
earlier  this  year.  There  is  hope  that  clozapine  will  become  more  widely 
available  to  schizoprenic  patients. 


tempered  by  concerns  over  its 
cost,  roughly  20  times  more  than 
conventional  antipsychotics.7  The 
price  was  due  mainly  to  the 
unique  Clozaril  Patient  Manage- 
ment System  (CPMS),  designed  by 
Sandoz  Pharmaceuticals  to  pre- 
vent deaths  from  agranulocytosis, 
clozapine's  most  serious  side  ef- 
fect. The  CPMS  and  clozapine 
controversy  have  significant  im- 
plications for  psychiatry  and 
medicine  as  a whole.  Public  and 
professional  reactions  to  the  deliv- 
ery system  have  resulted  in 
changes  to  lower  clozapine's 
price. 

Pharmacology  and  biochemistry 

Clozapine  is  not  a new  com- 
pound; it  has  been  studied  for 
nearly  three  decades,8  and  clinical 
research  has  been  conducted  at 
Larue  D.  Carter  Memorial  Hospi- 
tal in  Indianapolis  since  1974.  It  is 
a piperazine-substituted  tricyclic 


of  the  dibenzodiazepine  class, 
chemically  similar  to  loxapine,  a 
classical  antipsychotic.9  However, 
clozapine  has  various  clinical  and 
biochemical  differences  between  it 
and  the  traditional  antipsychotics 
(Table). 

Despite  decades  of  intensive 
research,  the  mechanisms  of 
clozapine's  antipsychotic  efficacy 
remain  unclear.  Many  researchers 
believe  that  dopamine  D2  receptor 
blockade  is  responsible,  as  with 
other  antipsychotic  agents.  Others 
postulate  that  dopamine  D,  block- 
ade is  involved;  normalization  of 
dopaminergic  transmission  via 
serotonin  and  dopamine  D2  block- 
ade is  a third  proposal.910 

Clozapine's  advantages 

Clozapine's  advantages  over  older 
antipsychotics  lie  in  two  principal 
areas.  Most  importantly,  it  has 
superior  efficacy  in  so-called  treat- 
ment-resistant schizophrenia.  No 
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Biochemical  effects 

Dopamine  blockade 

Blockade  of  alpha,  serotonin, 

histamine  and  muscarinic  receptors 

Effect  on  prolactin  secretion 


Table  * 

Clozapine 

both  D,  and  D2 
uniformly  strong 

.little  if  any  elevation 


ACTH  & corticosteroid  release increased 

Dopaminergic  & nigral  GABA absent 

supersensitivity  w/chronic 


administration  (possible  etiologies 
of  tardive  dyskinesia) 

Side  effect  profile 

Anticholinergic  effects relatively  strong 

Hypersalivation present 


Extrapyramidal  side  effects 0%  - 20%,  mild  if  present 

Tardive  dyskinesia no  confirmed  cases 


Neuroleptic  malignant  syndrome 

Seizures 

Agranulocytosis 


= References  11  through  17 


previous  antipsychotic  has  been 
superior  to  another  for  this  ill- 
ness.1 In  addition,  clozapine's 
side  effects  generally  are  better 
tolerated  by  patients. 

Numerous  studies  beginning 
in  1966  in  Europe-  have  demon- 
strated clozapine's  clinical  effec- 
tiveness in  the  treatment  of 
schizophrenia.  Multicenter 
double-blind  European  trials  in 
the  1970s  showed  clozapine  supe- 


one  case  report  w /concurrent ... 
lithium 

dose-related,  up  to  5%  annually 
10-20  per  thousand  in  U.S 


rior  to  chlorpromazine  and 
haloperidol18  but  were  criticized 
for  inadequate  dosing  of  the  com- 
parison drugs.  Three  retrospec- 
tive studies  from  Finland,  Sweden 
and  Denmark  suggested  30%  to 
40%  of  treatment-resistant  schizo- 
phrenic patients  would  respond 
to  clozapine19  but  suffer  from  the 
limitations  inherent  in  a retrospec- 
tive approach.  Claghorn  reported 
clozapine  superior  to  chlorproma- 


Traditional  antipsychotics 

chiefly  D;  receptors 

variable 

sustained  & considerable 
elevation 

no  change 

present 


variable 

absent 

up  to  85%,  often  severe 

15%  - 20%  w/chronic  use 

variable  but  much  higher 
than  clozapine 

less 

0.1  - 1.0  per  thousand 

) 


zine  in  a six-center  double-bhnd 
study  of  151  schizophrenic  inpa- 
tients with  either  extrapyramidal 
side  effects  from  other  anti- 
psychotics or  tardive  dyskinesia.20 

The  definitive  collaborative 
study  of  clozapine  included  268 
treatment-resistant  schizophrenic 
patients.1  They  were  randomized 
to  receive  either  six  weeks  of 
chlorpromazine  plus  benztropine 
or  six  weeks  of  clozapine  plus  a 
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placebo.  Based  on  predetermined 
criteria  for  improvement,  30%  of 
the  clozapine  group  versus  only 
4%  of  the  control  group  im- 
proved. In  a later  study  by 
Meltzer,  only  45%  of  the  eventual 
clozapine  responders  had  been 
identified  at  the  end  of  the  six- 
week  treatment.21  This  suggests 
that  long  therapeutic  trials  of 
clozapine  may  be  necessary  and 
that  up  to  two-thirds  of  heretofore 
treatment-resistant  schizophrenics 
may  respond  to  the  drug. 

Clozapine  is  not  free  from 
side  effects.  It  is  strongly  anticho- 
linergic, resulting  in  the  expected 
sedation,  tachycardia,  hypotension 
and  dizziness.  Hypersalivation  is 
a common  side  effect  not  seen 
with  other  antipsychotics  and  is 
paradoxical  because  one  would 
not  expect  this  reaction  with  an 
anticholinergic  medication.  Be- 
nign hyperthermia  occurring 
shortly  after  the  initiation  of  treat- 
ment also  is  common.  All 
antipsychotics  lower  the  seizure 
threshold,  and  clozapine  shares 
this  characteristic.  Clozapine- 
induced  seizures  seem  to  be  dose- 
related  and  do  not  require  cessa- 
tion of  the  drug.  Anticonvulsants 
may  be  added  if  indicated.13 

Despite  these  problems,  many 
patients  prefer  clozapine  because 
of  its  freedom  from  extrapyrami- 
dal  side  effects,  including  acute 
dystonia,  akathisia  (restlessness), 
pseudoparkinsonism  and  akinesia. 
These  side  effects  are  frequent  in 
high-dose  traditional  antipsychotic 
treatment  and  a principal  factor  in 
reducing  the  compliance  of 
schizophrenic  patients.  In  con- 
trast, two  European  studies  and 
one  American  study  found  only 
6%  of  clozapine-treated  patients 
stopped  treatment  because  of  side 
effects.1'22-23  In  addition,  two  de- 
cades of  clinical  experience  with 


clozapine  have  not  produced  one 
confirmed  case  of  tardive 
dyskinesia,  the  often  irreversible 
movement  disorder  affecting  15% 
to  20%  of  patients  on  long-term 
conventional  antipsychotic  regi- 
mens.14 

Agranulocytosis 

Clozapine's  release  in  the  United 
States  was  delayed  because  of 
concerns  about  the  drug's  propen- 
sity to  cause  agranulocytosis.  All 
antipsychotics  have  been  associ- 
ated with  this  potentially  fatal 
side  effect.  Incidence  estimates 
vary  from  0.1  to  1.0  cases  per 
thousand.17  Clinical  testing  of 
clozapine  from  1962  to  1971  re- 
sulted in  four  cases  of 
agranulocytosis  out  of  2,900  pa- 
tients exposed  to  the  drug.17 
These  results  were  similar  to  those 
of  previous  antipsychotics,  and 
clozapine  was  released  for  general 
European  distribution  in  1972. 

In  1975,  however,  the  "Finnish 
Epidemic"  of  agranulocytosis  oc- 
curred. Sixteen  patients  on  the 
drug  developed  agranulocytosis, 
and  eight  of  these  died  of  subse- 
quent infections.24  The  Finnish 
rate  of  agranulocytosis  was  7.1 
per  thousand,  roughly  10  times 
higher  than  that  reported  with 
other  antipsychotics.17  Investiga- 
tions failed  to  find  specific  genetic 
or  epidemiologic  factors  to  ac- 
count for  this  high  incidence.25 
Following  a Swiss  report  of  in- 
creased agranulocytosis  the  fol- 
lowing year,  the  drug  was  with- 
drawn from  Europe.26 

In  1979,  clozapine  was  reintro- 
duced in  Europe  with  strict  man- 
dates for  close  hematologic  moni- 
toring. In  particular,  physicians 
agreed  to  monitor  white  blood  cell 
counts  weekly  for  18  weeks  and 
monthly  thereafter.26  About  77% 
of  the  185  reported  cases  of 


clozapine-associated 
agranulocytosis  have  occurred 
within  the  first  18  weeks  of  treat- 
ment.27 Since  these  guidelines 
were  established,  the  number  of 
cases  of  agranulocytosis,  including 
fatal  ones,  have  been  comparable 
to  other  neuroleptics.26  During 
the  1980s,  two  to  four  fatal  cases 
of  clozapine-associated 
agranulocytosis  occurred  world- 
wide annually,  with  all  happening 
in  the  first  18  weeks  of  treat- 
ment.27 

Due  to  its  superior  efficacy, 
clozapine  has  been  increasingly 
used  abroad  during  the  past  de- 
cade, despite  the  concerns  over 
agranulocytosis.  In  the  Berlin 
Psychiatric  Department  in  1986, 
clozapine  was  prescribed  to  29% 
of  all  schizophrenic  patients  and 
was  the  third  most  commonly 
used  antipsychotic.26  In  Shanghai 
in  1985,  clozapine  was  second 
only  to  chlorpromazine  for  use  in 
schizophrenia.28  Numerous  long- 
term retrospective  studies,  some 
spanning  more  than  a decade,  are 
now  available  documenting 
clozapine's  safety.  A German 
study  of  consecutive  schizo- 
phrenic patients  treated  from  May 
1979  to  August  1988  found  only 
one  case  of  agranulocytosis  (non- 
fatal)  and  one  case  of  leukopenia 
among  1,100  patients  treated  with 
clozapine.29 

The  U.S.  experience  and  CPMS 

Of  the  first  1,800  U.S.  patients 
treated  with  clozapine,  18  cases  of 
agranulocytosis  have  developed. 
The  first  death  was  reported  in 
December  1990.  Life-table  analy- 
ses yield  an  estimate  of  up  to  a 
2%  incidence  of  agranulocytosis 
per  patient-year  of  treatment.16 

The  etiology  of  clozapine- 
induced  agranulocytosis  is  un- 
known, although  an  immune- 
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mediated  mechanism  is  most 
likely.31  Similarly,  the  higher  inci- 
dence in  the  United  States  re- 
mains unexplained.  Some  specu- 
late that  the  higher  doses  of 
clozapine  used  in  the  U.S.  may  be 
responsible.32  Genetic  differences 
also  may  play  a role.  For  ex- 
ample, phenothiazine-induced 
agranulocytosis  is  rarely  seen 
among  the  African-American 
population.31  At  least  half  of  the 
U.S.  cases  have  involved  Jewish 
patients.31  HLA  typing  of  Jewish 
patients  has  revealed  a particular 
genotype  strongly  associated  with 
the  development  of  agranulo- 
cytosis.33 

To  prevent  morbidity  and 
mortality  from  agranulocytosis, 
Sandoz  Pharmaceuticals  devised  a 
drug  distribution  and  monitoring 
system  for  clozapine  in  the  United 
States.  Sandoz  argued  that  be- 
cause of  deficiencies  in  the  U.S. 
mental  health  system,  voluntary 
compliance  with  suggested  blood 
monitoring  would  be  inadequate 
and  unsafe.  Consequently,  it  de- 
signed the  CPMS  as  the  initial 
exclusive  route  by  which 
clozapine  could  be  obtained  in  the 
United  States.  Weekly  blood 
samples  were  obtained  by 
Caremark  Inc.,  a home  health  care 
agency  that  dispensed  the  medica- 
tion to  patients.  Complete  blood 
counts  were  analyzed  by  Roche 
Biomedical  Laboratories,  and  re- 
ports were  sent  to  the  Caremark 
Case  Manager  and  the  physician. 

The  operating  principle  of  the 
system  was  "No  blood,  no  drug." 
if  the  patient  was  unavailable  or 
refused  blood  testing,  clozapine 
was  not  dispensed.  Rigid  restric- 
tions regarding  increased  fre- 
quency of  blood  monitoring  and 
withdrawal  of  medication  should 
the  white  blood  count  fall  are 
established.  For  example,  if  the 


total  white  blood  count  decreases 
below  2000  or  the  granulocyte 
count  below  1000,  clozapine  can- 
not be  used  in  that  patient  again, 
a prohibition  enforced  by  a na- 
tionwide computer  database.30-34 

The  CPMS  was  expensive.  All 
patients  on  clozapine,  regardless 
of  dose,  paid  $172  per  week  or 
$8,944  per  year.*'  Sandoz  refused 
to  provide  a breakdown  of  its 
costs  for  each  component  of  the 
system.6 

The  clozapine  controversy 

Patients  with  chronic  schizophre- 
nia are  unlikely  to  hold  good  jobs 
with  comprehensive  private 
health  insurance  to  pay  for 
clozapine.  According  to  Laurent 
S.  Lehman,  M.D.,  of  the  Veterans 
Administration,  clozapine  is  "a 
rich  man's  drug  for  a poor  man's 
disease."35  Therefore,  out  of  ne- 
cessity, most  funding  for 
clozapine  comes  from  state  and 
federal  sources.  Previously,  these 
sources  have  been  reluctant  to 
authorize  clozapine  treatment.  As 
of  June  1990,  23  states  paid  for 
inpatient  use  of  clozapine,  but  the 
number  of  patients  supported  was 
small.36 

Sandoz  argues  that  cost  sav- 
ings through  reduced  need  for 
inpatient  care  will  more  than  off- 
set the  cost  of  the  drug  itself.  A 
company-sponsored  study  esti- 
mated net  savings  for  the  mental 
health  care  system  to  be  $12,000  to 
$15,000  per  patient.37  These  calcu- 
lations are  quite  complex  and  are 
subject  to  various  criticisms.36 
Given  high  initial  costs,  an  era  of 
severe  budgetary  constraints  and 
an  uncertain  cost-benefit  ratio, 
most  governmental  agencies  are 
reluctant  to  shift  funds  from  other 
areas  to  pay  for  clozapine  treat- 
ment. 

The  controversy  over 


clozapine's  price  attracted  increas- 
ing attention.  National  Alliance 
for  the  Mentally  111  president  Tom 
Foley  said,  "It  is  unconscionable 
to  think  that  a possibly  greedy 
company  and  stingy  states  are 
blocking  the  most  significant  ad- 
vance in  antipsychotic  medication 
in  20  years."38  The  Veterans  Ad- 
ministration developed  plans  for 
its  own  blood  monitoring  system 
that  were  rejected  by  Sandoz.  An 
investigation  alleging  possible 
violation  of  the  Sherman  Antitrust 
Act  was  requested  by  the  House 
Committee  on  Veterans'  Affairs.39 
The  restraint-of-trade  issue  re- 
garding Sandoz  involves  the 
"bundling"  of  clozapine,  a propri- 
etary drug,  with  the  generic  and 
widely  available  blood  testing  and 
home  visit  services. 

CPMS  concerns  were  not  lim- 
ited to  its  cost.  Despite  Sandoz' 
statement  that  "the  functions  of 
the  CPMS  in  no  way  interfere 
with  the  physician-patient  rela- 
tionship,"30 many  physicians  be- 
lieved otherwise.  The  American 
Medical  Association  and  the 
American  Psychiatric  Association 
issued  statements  protesting  the 
restrictions  on  physicians'  ability 
to  manage  clinical  care.40  In  addi- 
tion, there  was  concern  that  if 
Sandoz  successfully  marketed 
clozapine  via  the  CPMS,  a prece- 
dent would  be  established  for 
other  new  drugs  with  potentially 
dangerous  side  effects  to  have 
similar  marketing  systems. 

The  outcry  over  the  CPMS 
marketing  system  eventually 
caused  Sandoz  to  abandon  the 
system  in  May  1991.  The  new 
system  allows  many  physicians 
and  pharmacies  to  handle 
clozapine  after  registering  with 
Sandoz.  The  responsibility  for 
complete  blood  count  monitoring 
rests  with  the  physician  and  the 
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dispensing  pharmacy.  Clo- 
zapine's estimated  annual  cost 
under  the  new  system  is  $3,640, 
less  than  half  the  cost  under  the 
CPMS.  In  response,  the  Health 
Care  Financing  Administration 
has  ordered  all  state  Medicaid 
programs  to  pay  for  clozapine.41 

Conclusions 

Clozapine  is  the  first  “atypical" 
antipsychotic  agent  released  in  the 
United  States.  It  offers  several 
advantages  over  older  drugs  of 
which  the  most  important  is  dem- 
onstrated superior  efficacy  in 
treatment-resistant  schizophrenia. 
Its  most  significant  disadvantage 
is  its  higher  incidence  of  the  po- 
tentially fatal  side  effect  of 
agranulocytosis.  Despite  this  side 
effect,  the  drug  has  been  widely 


and  increasingly  used  in  Europe 
in  the  past  decade.  In  Europe,  a 
voluntary  system  of  white  blood 
cell  monitoring  has  successfully 
managed  the  problem  of 
agranulocytosis.  Perhaps  due  to 
our  more  litigious  society,  this 
approach  was  deemed  inadequate 
for  the  United  States  by  Sandoz. 

In  the  United  States,  clozapine 
was  exclusively  available  through 
the  CPMS,  initially. 

The  CPMS  was  widely  criti- 
cized. Its  cost,  $8,944  per  patient 
per  year,  was  excessive.  It  substi- 
tuted rigid  restrictions  for  physi- 
cian judgment.  The  CPMS  was  a 
disturbing  prototype  for  distribut- 
ing and  monitoring  other  new 
medications.  Vigorous  public  and 
professional  efforts  resulted  in 
abandoning  the  CPMS.  Clozapine 


is  now  available  through  more 
traditional  channels,  including 
physicians  and  pharmacies,  al- 
though the  monitoring  is  more 
stringent  than  any  other  medica- 
tion. □ 
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"...Your  financial  security 
specialists  are  on  call" 


We  understand  a physician’s  insurance 
deserves  specialized  attention  Our  services  are 
designed  with  the  physician  in  mind 

Working  with  American  Physicians  Life  and 
Lincoln  National  Life,  we  have  available  a 
comprehensive  portfolio  of  insurance  products. 
These  products  include  life  insurance,  professional 
disability  income  coverage,  business  overhead 
expense,  qualified  pension  plans,  tax-deferred 
annuities,  hospitalization-major  medical  insurance 
and  dental  insurance  The  products  can  be 
customized  to  meet  your  personal  needs  as  well 
as  those  of  your  professional  corporation 

Williams/Townsend  Associates,  Inc.  will  assist 
you  with  your  insurance  needs.  That's  our 
specialty!!! 


Endorsed  by  the 

Indiana  State  Medical  Association 


n 


AMERICAN  PHYSICIANS  LIFE 


□ LINCOLN 
NATIONAL 
LIFE 

WE'RE  EASY  TO  REMEMBER 

For  more  information  contact: 

Earl  W Williams 

Professional  Account  Representative 
11595  North  Meridian  Street,  Suite  802 
Carmel,  IN  46032 
(317)  573-6520 
Indiana  1-800-421-3020 
Other  States  1-800-428-7105 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


jm  ms'/m 


uzatidine 


has  the  right  answers 

■ Rapid  epigastric  pain  relief12 

■ Fast  and  effective  ulcer  healing234 


AX/D 

PASSES  THE  ACID  TEST 


‘Most  patients  experience  pain  relief  with  the  first  dose. 
See  adiacenl  page  for  references  and  brief  summary 
of  prescribing  information. 


NZ  2943-B  149347 


: 1991,  ELI  LILLY  AND  COMPANY 


AXID"  (nizatidine  capsules) 

Brief  Summary  Consult  the  package  insert  for  complete  prescribing  information 
Indications  and  Usage:  l Active  duodenal  ulcer  -for  up  to  8 weeks  of  treatment  Most 
patients  heal  within  4 weeks 

2 Maintenance  therapy -\o<  healed  duodenal  ulcer  patients  at  a reduced  dosage 
ol  150  mg  h.s.  The  consequences  of  therapy  with  Axid  for  longer  than  1 year 
are  not  known 

Contraindications  Known  hypersensitivity  to  the  drug  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed,  H2-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  of  hypersensitivity  to  other 
H2- receptor  antagonists 

Precautions  General- 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests -False- positive  tests  for  urobilinogen  with  Multistix®  may  occur 
dunng  therapy 

Drug  Interactions  -No  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocame,  phenytoin,  and  warfarin  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therefore,  drug  interactions  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  occur  In  patients  given  very 
high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  b i d . was  administered  concurrently 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility -A  2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  ol  a carcinogenic  effect  There  was  a 
dose-related  increase  in  the  density  of  enterochromaftm-like  (ECL)  cells  in  the  gastric 
oxynbc  mucosa  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day,  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  other  dose  groups  The  rate  ol  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  for  the  strain 
ol  mice  used  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations)  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  ol  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ol  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  ol  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  ol  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C— Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  ol  impaired  tertility  or 
teratogenic  effect,  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  ol  live  letuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  ol  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg.  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity  Nizatidine  should  be  used  dunng  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers- Studies  in  lactating  women  have  shown  that  01%  of  an  oral 
dose  is  secreted  in  human  milk  in  proportion  to  plasma  concentrations  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother 

Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderty  Patients- Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  ol  adverse  events  and  laboratory  test 
abnormalities  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine  Elderly  patients  may  have  reduced  renal  function 
Adverse  Reactions:  Clinical  tnals  of  varying  durations  included  almost  5,000  patients 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1,900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0.2%), 
urticana  (0.5%  vs  <001%),  and  somnolence  (2  4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug 
Hepatic- Hepatocellular  iniury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients  In  some  cases, 
there  was  marked  elevation  (>500  IU/L)  in  SGOT  or  SGPT  and,  in  a single  instance, 
SGPT  was  >2,000  IU/L  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  ol  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
difler  Irom  that  in  placebo  patients  All  abnormalities  were  reversible  alter  discontinuation 
ol  Axid  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported  Rare 
cases  ol  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  oi  the  abnormalities  after  discontinuation  of  Axid 
Cardiovascular-  In  clinical  pharmacology  studies,  short  episodes  ol  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects 

CNS- Rare  cases  ol  reversible  mental  confusion  have  been  reported 
Endocrine- Clinical  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogemc  activity  due  to  nizatidine  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo 
Gynecomastia  has  been  reported  rarely 

Hematologic -Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H2-receptor  antagonist.  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs.  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported 

Integumental- Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliative  dermatitis  were 
also  reported 

Hypersensitivity -As  with  other  H2- receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported  Rare  episodes  of  hypersensitivity 
reactions  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosmophilia)  have  been  reported 
Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosmophilia,  fever,  and  nausea  related  to  nizatidine  have  been  reported 
Overdosage  Overdoses  ol  Axid  have  been  reported  rarely  II  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  of  nizatidine  due  to  its  large  volume  ol  distribution. 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-l6a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both . 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
Indications:  Yocon  ’ is  indicated  as  a sympathicolytic  and  mydriatric  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  coniunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Desaga  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 -3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
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Conservative  treatment  of  genu 
valgus  and  varum  with 
medial/lateral  heel  wedges 


Susan  A.  Wolfe,  R.N.,  B.S.N. 

F.  R.  Brueckmann,  M.D. 
Indianapolis 

F ifty-five  patients  diagnosed 
with  degenerative  joint  disease  of 
the  knee  and  with  either  genu 
valgus  or  genu  varum  were  stud- 
ied. We  found  that  inserting  me- 
dial/lateral heel  wedges,  respec- 
tively, in  their  shoes  decreased  the 
knee  pain  with  angulation  of  the 
knee  joint  in  some  cases,  and,  in 
others,  diminished  the  pain  to- 
tally. The  study's  hypothesis  is 
that  pain  is  produced  by  weight 
progressively  shifting  to  the  worn 
out  side  of  the  knees  and  that 
elevating  the  opposite  side  of  the 
foot  will  transfer  the  forces  trans- 
mitted from  the  sole  of  the  foot  to 
the  other  side  of  the  affected  joint. 

Methods  and  materials 

To  discern  the  amount  of  wear 
and  tear  to  the  joint  surface,  the 
clinical  exam  included  a standing 
alignment  x-ray  (Figure).  The 
length  from  the  x-ray  tube  to  the 
standing  x-ray  film  cassette  was 
86  inches.  The  x-ray  was  taken 
from  the  superior  aspect  of  the 
pelvis  to  the  foot.  Marks  were 
made  at  the  center  of  the  femoral 
head,  center  of  the  knee  and  cen- 
ter of  the  ankle.  A line  was 
drawn  connecting  the  marks,  and 
a goniometer  was  used  to  mea- 
sure the  degree  of  angulation.  A 
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Abstract 


"\ 


Symptomatic  bowlegs  and  knock-knees  are  common  in  the  aging 
person  and  aging  athlete  secondary  to  knee  trauma.  Diagnosis  is 
made  by  observation  and  in  mild  degrees  by  a standing  alignment  x- 
ray  that  shows  narrowing  of  the  joint  surface  on  the  appropriate  side. 
The  patients  complained  of  pain  on  the  convexity  side  of  the  defor- 
mity. Treatment  consisted  of  a simple  exercise  program,  non-steroidal 
anti-inflammatory  drugs  and  appropriate  1 /8-inch  wedges  on  the  lat- 
eral side  of  the  heel  for  bowlegs  or  on  the  medial  side  of  the  heel  for 
knock-knees. 

The  effect  of  a simple  heel  wedge  formed  the  basis  for  conserva- 
tive treatment  of  symptomatic  knee  deformities. 


standing  alignment  x-ray  was 
more  realistic  because  it  showed 
the  patient's  actual  weight  disper- 
sion over  the  joint  surface. 

The  clinical  exam  included 
listening  to  the  affected  joint  with 
a stethoscope  while  rotating  it 
through  its  range  of  motion.  If  a 
grinding  or  crackling  sound  is 
heard,  the  diagnosis  is  more  apt 
to  be  a narrowed  joint  space.  If 
the  joint  surface  was  "noisy,"  the 
incidence  of  correlation  with  genu 
varum  or  valgus  corresponded. 

Treatment 

Treatment  consisted  of  prescribing 
aspirin  or  aspirin-like  substances 
as  anti-inflammatories  or,  if  the 
pain  persisted,  prescribing  a low 
dose  of  a nonsteroidal  anti-inflam- 
matory drug  (NSAID).  Addition- 
ally, heel  wedges  were  prescribed. 
A prescription  was  written  for  1 / 


8-inch  lateral  wedge  for  bowlegs 
or  1 /8-inch  medial  wedge  for 
knock-knees.  Wedges  usually 
were  placed  in  only  the  shoe  of 
the  affected  foot  unless  the  other 
knee  also  had  signs  of  joint  space 
wearing.  Patients  reported  that 
within  one  week  they  noticed 
their  joint  pain  was  either  absent 
or  appreciably  lessened.  Most 
patients  (80%)  continued  taking 
NSAIDs  and  using  wedges  be- 
cause of  pain  relief  and  increased 
activity.  The  20%  that  discontin- 
ued NSAIDs  still  had  comfortable 
knees. 

Discussion 

Patients  were  phoned  and  asked 
questions  from  our  "Osteoarthritis 
Clinical  Evaluation"  form.  The 
form  included  age,  sex,  height  and 
weight  of  the  patient.  It  also  in- 
cluded the  duration  in  months  of 
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symptoms  before  the  patients 
used  the  inserts  and  how  long  the 
inserts  had  been  worn.  If  a pa- 
tient did  not  have  the  wedge  pre- 
scription filled,  he  or  she  was 
deleted  from  the  study. 

Patients  with  mild  forms  of 
bowlegs  or  knock-knees  were 
much  more  acutely  helped  by  the 
wedged  insoles  than  those  with 
greater  angulations  or  degrees  of 
bowlegs  and  knock-knees.  Two 
studies  by  Drs.  Sasaki  and  Yasuda 
bore  similar  statistics.  Their  ar- 
ticle said,  "The  prescription  of  a 
wedged  insole  was  significantly 
more  effective  for  patients  with 
mild  osteoarthritis  and  ineffective 
for  those  with  advanced 
osteoarthritis." 

Results 

1.  With  reference  to  other  joints 
involved,  36%  had  no  other  joint 
involvement,  and  64%  had  other 
joints  involved,  either  the  knee  or 
the  hip,  but  98%  of  the  time  it  was 
the  other  knee. 

2.  Walking  aids  - Eighty- 
three  percent  used  no  walking 
aid,  14%  sometimes  used  a cane. 
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and  3%  always  used  a cane. 

3.  Pain  scale  with  walking  - 
After  the  wedges  were  inserted 
and  used  for  one  week,  18%  had 
no  change  in  pain  while  walking, 
while  45%  went  from  a moderate 
pain  to  no  pain  at  all,  and  37% 
went  from  severe  pain  to  mild 
pain  or  no  pain  at  all. 

4.  Rest  - After  the  heel 
wedges  were  inserted,  48%  found 
no  change  in  pain  with  rest. 
Forty-five  percent  went  from 
moderate  to  mild  pain  with  rest 
without  the  wedges  to  no  pain  at 
all  after  using  the  wedges  for  one 
week.  Seven  percent  found  that 
even  when  resting  they  would 
have  severe  knee  pain  but  after 
using  the  heel  wedges  for  one 
week  their  pain,  with  rest,  went 
from  severe  to  mild  or  none  at  all. 

5.  Walking  - Before  the 
wedges,  27%  had  unlimited  walk- 
ing with  no  pain,  9%  could  walk 
for  one  mile  with  no  pain,  28% 
could  walk  several  blocks  with  no 
pain,  and  36%  could  walk  less 
than  a block  with  no  pain.  After 
the  heel  wedges,  40%  had  unlim- 
ited ability  to  walk  without  pain, 
29%  could  walk  one  mile  without 
pain,  27%  could  walk  several 
blocks  without  pain,  and  4% 
could  walk  less  than  one  block 
without  pain. 

6.  Use  of  anti-inflammatories 
- Before  the  heel  wedges,  63% 
used  anti-inflammatory  medica- 
tions, and  after  the  heel  wedges, 
80%  used  anti-inflammatories. 

7.  Analgesics  - Twenty-three 
percent  used  analgesics  before  the 
heel  wedges  were  used,  and  24% 
used  analgesics  after  the  heel 
wedges  were  used. 

8.  If  the  wedges  were  discon- 
tinued - If  patients  discontinued 
using  the  wedges,  30%  found  the 
same  pain  reaction,  the  same  pain 
and  the  same  activity  level.  Sixty- 
nine  percent  said  if  they  stopped 


wearing  the  wedges,  their  pain 
increased  and  their  activity  de- 
creased. One  percent  said  they 
never  stopped  wearing  their 
wedges  so  they  could  not  tell 
what  would  happen  or  how  they 
would  react  if  they  stopped  using 
them. 

9.  Activities  done  now  with 
the  wedges  - Fifty-six  percent  said 
their  activity  increased  with  the 
wedges,  41%  said  their  activity 
level  remained  the  same,  and  3% 
said  they  were  not  sure  if  their 
activities  increased  or  decreased. 

10.  Response  to  the  inserts  - 
Fifty-one  percent  said  they  were 
extremely  satisfied  and  very  en- 
thusiastic, while  46%  said  the 
wedges  were  some  help  and  they 
were  satisfied.  Three  percent  said 
the  wedges  were  no  help. 

Conclusion 

The  wedged  insole  diminishes 
excessive  unloading  of  the  medial 
and/or  lateral  joint  surface  of  the 
knee  by  changing  the  angle  of  the 
force  through  the  joint  space. 

With  the  insoles,  anti-inflamma- 
tory medications,  exercise  and 
occasional  injection  with  low-dose 
steroids,  a patient's  joint  space  can 
be  conservatively  salvaged  and 
placed  in  "limbo"  indefinitely.  □ 

The  authors  are  with  Ortho- 
paedics Indianapolis,  Inc. 


Correspondence  and  reprints:  F. 
R.  Brueckmann,  M.D.,  Orthopaedics 
Indianapolis,  1801  N.  Senate  Blvd., 
Suite  200,  Indianapolis,  IN  46202. 
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I^irect  myocardial 
revascularization  began  in  the  late 
1960s  using  saphenous  vein  for 
aorticocoronary  bypass  grafting. 
Coronary  artery  bypass  (CAB) 
withstood  the  rigorous  testing  of 
three  prospective  randomized 
trials  comparing  surgical  against 
medical  therapy  in  the  1970s. 
These  studies  demonstrated  in- 
creased longevity  with  CAB  in 
cases  of  left  main  disease,  select 
two-vessel  and  three-vessel  coro- 
nary occlusive  disease  with  evi- 
dence of  left  ventricular  dysfunc- 
tion or  severe  ischemia.' 

In  the  early  1980s,  percutane- 
ous transluminal  coronary 
angioplasty  (PTCA)  was  intro- 
duced and  rapidly  increased  in 
scope.  As  PTCA  information  ac- 
cumulated, researchers  learned 
that  the  indications  for  PTCA 
were  separate  and  did  not  replace 
the  indications  for  CAB  as  defined 
by  randomized  studies. 

Since  these  trials,  vast  im- 
provements have  been  made  in 
the  medical  therapy  of  ischemic 
heart  disease,  including  long- 
acting  beta  and  calcium  channel 
blockers.  Major  advances  in  the 
surgical  treatment  of  ischemic 


Abstract 


After  two  decades,  coronary  artery  surgery  remains  a reliable 
mainstay  in  the  treatment  of  select  patients  suffering  from  ischemic 
heart  disease.  However,  surgical  myocardial  revascularization  has 
undergone  continuous  evolution.  Several  trends  have  emerged,  in- 
cluding increased  use  of  autogenous  artery  for  bypass  conduit,  ex- 
tending indications  to  include  patients  with  poor  ventricular  function 
or  following  recent  myocardial  infarction  and  new  techniques,  such 
as  surgical  angioplasty  of  the  left  main  coronary  artery. 


heart  disease  also  have  evolved. 
Modern  operations  for  coronary 
artery  disease  are  different  from 
those  performed  during  the  clini- 
cal trials  of  the  1970s. 

Arterial  bypass  conduit 

Saphenous  vein  grafts  have  a 30% 
occlusion  rate  and  a 70%  disease 
rate  five  years  after  implantation. 
The  marked  superiority  of  the 
internal  mammary  artery  (IMA)  as 
a bypass  conduit  has  now  been 
established,  with  patency  rates  of 
90%  to  95%  at  10  years.  Further- 
more, this  superior  patency  rate 
translates  into  a prolonged  15- 
year  angina-free  survival  for  pa- 
tients receiving  one  or  more  IMA 
grafts  when  compared  with  sa- 
phenous vein  grafts  alone.2  At 
Indiana  University,  multiple  ves- 
sel coronary  revascularization 
often  can  be  accomplished  using  a 
single  internal  mammary  artery.3 
Recent  evidence  suggests  that 
using  both  the  right  and  left  inter- 


nal mammary  arteries  improves 
survival  over  the  use  of  a single 
arterial  conduit.4 

The  success  achieved  with 
IMA  conduits  has  led  to  increased 
interest  in  other  CAB  arterial  con- 
duits. Complete  myocardial 
revascularization  with  only  arte- 
rial conduit  can  be  accomplished 
using  both  IMAs  with  either  the 
right  gastroepiploic  or  inferior 
epigastric  arteries  if  necessary 
(Figure  l).5,6  These  procedures  are 
time  consuming  and  technically 
demanding;  however,  they  are 
justified  in  younger  patients  to 
diminish  the  prospects  of  symp- 
tom recurrence  or  reoperation. 

The  use  of  an  autogenous  arterial 
conduit  for  CAB  is  essential  for 
patients  with  either  absent  or  poor 
quality  saphenous  veins. 

Poor  left  ventricular  function 

Coronary  artery  surgery  has  ex- 
panded during  the  last  decade  to 
include  patients  with  ejection  frac- 
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Figure  1:  An  example  of  total 
myocardial  revascularization  with 
autogenous  arterial  conduit.  A 
sequential  left  internal  mammary 
artery  graft  alone  (side-to-side  to 
the  diagonal  artery,  then  end-to- 
side  to  the  left  anterior  descend- 
ing artery)  alone  provides  50%  of 
the  myocardial  revascularization. 
A "free"  right  IMA  from  the  aorta 
to  the  circumflex  coronary  arteries 
and  a right  gastroepiploic  artery 
passing  through  the  diaphragm  to 
the  right  coronary  artery,  provide 
the  remainder  of  the 
revascularization. 


tions  less  than  35%.  This  is  a di- 
rect result  of  improving  myocar- 
dial preservation  techniques,  mak- 
ing surgical  revascularization  a 
therapeutic  option  in  patients 
previously  considered  at  prohibi- 
tive operative  risk.  Although  no 


Figure  2A: 
Cineangiography 
of  a 42-year-old 
with  an  isolated 
high  grade  osteal 
left  main  stenosis 
(arrow)  and  a 
positive  treadmill 
exertion  test 
treated  with  sur- 
gical angioplasty. 


randomized  trials  have  been  done 
comparing  medical  versus  surgi- 
cal therapy  in  patients  with  sig- 
nificant left  ventricular  dysfunc- 
tion, retrospective  data  suggest 
that  survival  is  improved  with 
surgical  therapy  in  select  cases.7 

Patients  with  continued 
ischemia  after  acute  myocardial 
infarction  have  a notoriously  high 
medically  treated  mortality.  Re- 
ports in  the  1970s  demonstrated 
exceedingly  high  operative  mor- 
tality in  patients  undergoing  CAB 
after  recent  myocardial  infarction. 
With  recently  improved  myocar- 
dial preservation  techniques,  sur- 
gical revascularization  after 
infarction  has  operative  mortality 
rates  equivalent  to  those  of  the 
elective  situation.8  Multivariant 
analysis  has  demonstrated  that 
the  timing  of  CAB  after  estab- 
lished infarction  is  not  a signifi- 
cant risk  factor  for  operative  death 
when  compared  to  other  factors, 
such  as  advanced  age  and  poor 
ventricular  function.9  Early  surgi- 
cal revascularization  in  patients 
who  demonstrate  persistent 
ischemia  may  decrease  the  high 
medically  treated  mortality  rate  as 
compared  to  previous  practices  of 


delaying  surgical  therapy  after 
acute  infarction. 

New  procedures 

Although  coronary 
endarterectomy  for  diffuse  occlu- 
sive disease  has  been  technically 
feasible,  the  procedure  previously 
was  viewed  with  skepticism.  Re- 
cently, a large  series  of  patients 
undergoing  coronary  endarterec- 
tomy demonstrated  that  this  tech- 
nique adds  only  a small  amount 
of  operative  risk  with  good  long- 
term results  in  many  patients  who 
were  previously  inoperable.10  The 
prospects  of  intraoperative  laser 
arthrectomy  as  an  adjunct  to  CAB 
in  patients  with  multiple  occlusive 
lesions  also  may  be  possible.11 

For  patients  with  isolated 
proximal  left  main  coronary 
stenosis,  surgical  angioplasty  re- 
cently has  been  promoted  as  a 
revascularizing  procedure  that 
maintains  antegrade  native  left- 
sided coronary  arterial  perfusion 
without  consuming  appreciable 
lengths  of  venous  graft  material 
(Figures  2A  and  2B).  This  artery, 
posterior  to  the  aorta,  previously 
was  considered  inaccessible  to 
safe,  direct  arterial  reconstruction. 
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Figure  2B:  Technical  illustration 
of  a left  main  coronary 
angioplasty.  An  aortotomy  is 
continued  posteriorly  onto  the 
proximal  left  main  coronary  ar- 
tery. Autogenous  saphenous 
vein  is  then  used  as  a patch  to 
relieve  the  obstruction. 


In  one  large  series,  the  two-year 
follow-up  produced  low  operative 
mortality  and  near  uniform  an- 
gina-free survival.12 

Conclusion 

Prospective  randomized  trials 
comparing  surgery  against  medi- 
cal therapy  have  defined  subsets 
of  patients  in  whom  CAB  is  life- 
prolonging therapy.  Although 
medical  therapy  for  ischemic  heart 
disease  has  dramatically  im- 
proved since  the  completion  of 
these  studies,  surgical 
revascularization  has  undergone 
at  least  equal  evolution  and  inno- 
vation. Current  trends  hold 
promise  for  more  durable  and 
safe  coronary  artery  surgery  in  the 
1990s.  □ 
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(Zdiolecystostomy  is  the 
treatment  of  choice  for  acute 
cholecystitis.1  2 However,  in  criti- 
cally ill  patients,  there  is  increased 
morbidity  and  mortality.  Surgical 
cholecystostomy  long  has  been 
recognized  as  beneficial  in  criti- 
cally ill  patients  with  acute 
cholecystitis  who  are  at  high  risk 
for  surviving  cholecystectomy.1'2-3 
Biliary  tract  decompression  helps 


decrease  morbidity  and  mortality 
rates  perioperatively  until  the 
more  definitive  treatment, 
cholecystectomy,  can  be  per- 
formed.4 However,  mortality 
rates  with  cholecystostomy  have 
been  documented  to  be  as  high  as 
20%  to  30%  due  to  the  patients' 
underlying  disease  process.15 

The  recent  advances  of  mod- 
ern imaging  modalities  have  made 
percutaneous  cholecystostomy  an 
attractive  alternative  for  high-risk 
patients.  Under  fluoroscopic  or 
sonographic  guidance,  percutane- 
ous cholecystostomy  via  a 
transhepatic  approach  has  been  a 


safe  and  effective  bedside  proce- 
dure with  few  complications.1'367 

Percutaneous  cholecystostomy 
not  only  offers  temporary  relief 
for  high  risk  cholecystectomy 
patients  by  way  of  biliary  tract 
decompression,  but  also  allows 
diagnosis  of  biliary  tract  infection 
when  clinical  and  radiographical 
findings  are  suggested.1011  In  ad- 
dition, percutaneous  aspiration  of 
the  gallbladder  can  identify  the 
biliary  tract  as  a source  of  sepsis 
in  the  critically  ill  patient  with  an 
unknown  focus  of  infection.  As- 
piration can  also  help  rule  out 
biliary  tract  disease  in  patients 


Figure  1:  Single  puncture  percutaneous  cholecystostomy.  The  gallbladder  is  scanned,  and  the  point  of  entry 
and  depth  of  penetration  are  determined.  Figure  1A:  The  stylet/cannula/catheter  complex  is  introduced  into 
the  gallbladder  in  a single  puncture.  The  position  is  confirmed  by  re-scanning.  Figure  IB:  The  stylet/cannula 
is  removed,  leaving  the  catheter  coiled  within  the  gallbladder  lumen. 
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with  negative  or  equivocal  ultra- 
sound examinations  or 
cholescintigraphy.6  Aspiration  is 
especially  important  in  establish- 
ing the  diagnosis  of  acute 
acalculous  cholecystitis,  which 
often  has  been  associated  with  a 
high  mortality  rate. 

This  article  discusses  the 
method  and  results  of  both  ultra- 
sound-guided  and  computed 
tomography  (CT)  guided  percuta- 
neous transhepatic  cholecystos- 
tomy  at  our  institution  as  per- 
formed in  14  critically  ill  patients 
with  either  inflammatory  or  ob- 
structive biliary  tract  disease. 

Methods 

Over  a five-year  period,  percuta- 
neous transhepatic  cholecystos- 
tomy  under  ultrasound  and  CT 
guidance  was  performed  in  14 
critically  ill  patients  at  Methodist 
Hospital  in  Indianapolis.  The 
patients'  mean  age  was  65  years, 
with  a range  from  35  to  92  years. 
In  all  cases  of  ultrasound  localiza- 
tion and  gallbladder  aspiration/ 
catheter  placement,  the  procedure 
was  performed  at  the  patient's 
bedside  in  the  intensive  care  unit. 
CT-guided  cholecystostomy  was 
performed  in  the  department. 

Abnormalities  of  the  gallblad- 
der were  seen  on  previous  ultra- 
sound, Hydroxal  Iminodiacetic 
Acid  (HIDA),  or  CT  studies  in  all 
14  high-risk  patients.  In  nine 
patients,  ultrasound  findings  sug- 
gested a distended  or  enlarged 
gallbladder.  Four  patients  dem- 
onstrated thickened  gallbladder 
wall,  cholelithiasis  and  dilation  of 
the  biliary  tract.  HIDA  scans 
were  obtained  in  eight  patients, 
seven  demonstrating  a non-visual- 
ized  gallbladder  consistent  with 
acute  cholecystitis  and  one  being 
normal.  In  one  patient,  CT  was 
the  only  study  showing  a dilated 
gallbladder,  gallstones  and  a di- 
lated common  bile  duct.  Six  pa- 


Figure  2:  Ultrasonographic  monitoring  of  percutaneous 
cholecystostomy.  Transverse  scan  shows  an  enlarged  gallbladder  filled 
with  sludge.  The  stylet/cannula/catheter  complex  is  seen  as  a highly 
echogenic  linear  signal  entering  via  the  right  anterior  axillary  line, 
through  the  liver,  and  puncturing  the  gallbladder. 


tients  had  gram  negative  sepsis  at 
the  time  of  diagnosis.  Diagnosis  of 
biliary  tract  inflammation  or  ob- 
struction was  based  on  clinical 
history,  physical  examination, 
laboratory  data  and  ultrasound 
and  biliary  scintillation  scanning. 
CT  was  performed  in  three  pa- 
tients to  obtain  further  diagnostic 
information. 

Ultrasound-guided  proce- 
dures were  performed  at  patients' 
bedsides  using  a Philips  SDR  2000 
scanner  (Philips  Medical  Systems, 
San  Francisco,  Calif.).  CT-guided 
procedures  were  performed  using 
a GE  9800  scanner  (GE  Medical 
Systems,  Cincinnati,  Ohio). 

Elecath  5 and  8 French  drainage 
catheters  were  used  (Elecath  Cath- 
eter Corp.,  Rahway,  N.J.). 

After  informed  consent,  pa- 
tients were  scanned  to  select 
stylet/catheter  approach.  In  all 


cases,  percutaneous  puncture  and 
aspiration  of  the  gallbladder  were 
performed  via  a transhepatic  ap- 
proach through  the  anterior  wall 
of  the  gallbladder  (Figures  1A  and 
IB).  This  approach  was  selected 
because  the  liver  provided  a de- 
creased likelihood  of  free  perito- 
neal bile  leakage  once  the  gall- 
bladder had  been  punctured. 

Under  sterile  technique  and 
local  anesthesia,  an  Elecath  stylet/ 
cannula/catheter  complex  was 
advanced  through  the  liver  into 
the  gallbladder.  Once  repeat 
scanning  confirmed  the  location  of 
the  catheter  tip  within  the  gall- 
bladder, the  stylet  and  cannula 
were  removed  and  the  gallbladder 
contents  aspirated  (Figures  2 and 
3).  Aspiration  of  small  amounts 
of  bilious  fluid  and  a 3-5  cc  injec- 
tion of  sterile  saline  confirmed 
adequate  catheter  placement.  Bile 
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samples  were  sent  for  culture  and 
evaluation  by  gram  stain.  In  all 
cases,  repeated  aspirations  using  a 
20  cc  syringe  were  performed  to 
decompress  the  gallbladder  by 
removing  as  much  fluid  as  pos- 
sible. Repeat  scanning  confirmed 
drainage  of  the  gallbladder  by  a 
reduction  in  gallbladder  size  and 
volume.  The  catheter  was  then 
sutured  to  the  patient's  skin  and 
dressed  appropriately. 
Postprocedure  orders  included 
irrigation  three  times  daily  and 
aspiration  of  the  gallbladder  with 
normal  saline,  appropriate  antibi- 
otic therapy  and  plain  radio- 
graphs of  the  abdomen. 

Results 

All  attempts  to  eatheterize  the 
gallbladder  were  successful. 

There  were  no  complications  re- 
lated to  the  puncture. 

Ultrasound-guided  percutane- 
ous cholecystostomy  was  per- 
formed at  bedside  on  nine  pa- 
tients. CT-guided  percutaneous 
cholecystostomy  was  performed 
on  five  patients.  Bile  cultures 
were  positive  in  five  patients,  four 
of  which  had  gram  negative 
sepsis.  The  catheters  were  left  in 
place  an  average  of  nine  days, 
ranging  from  two  to  17  days. 

In  six  patients,  the  procedure 
was  definitive,  with  no  need  for 
further  surgical  intervention.  The 
procedure  was  palliative  in  six 
patients  and  had  no  effect  on  two 
patients,  one  of  whom,  although 
diagnostic  for  gram  negative 
sepsis,  had  cholecystectomy  and 
one  of  whom  eventually  died  of 
overwhelming  sepsis. 

In  three  patients,  cholecystec- 
tomy was  performed.  As  de- 
scribed above,  one  patient  with 
gallstones  had  a positive 
cholecystostomy  diagnostic  of 
gram  negative  sepsis,  but  the  pa- 
tient clinically  continued  to  have 


high-grade  fever;  therefore,  sur- 
gery was  performed.  A second 
patient  with  acute  acalculous 
cholecystitis  had  cholecystostomy 
diagnostic  of  gram  negative  sepsis 
and  dramatically  improved.  He 
was  discharged  but  returned  two 
months  later  with  similar  symp- 
toms and  cholecystectomy  was 
performed.  The  third  patient  had 
cholecystogram  17  days 
postpercutaneous  cholecystostomy 
showing  multiple  stones,  and 
cholecystectomy  was  performed 
electively  once  the  patient's  condi- 
tion stabilized. 

Five  patients  died  of  unrelated 
causes.  One  died  secondary  to 
pancreatic  head  malignancy.  Two 
patients  died  of  cardiac  failure.  A 
fourth  patient  was  weaned  off  his 
life  support  system.  A fifth  pa- 
tient died  of  overwhelming  sepsis 
secondary  to  pancreatic  abscess. 

Of  the  five  patients  with  gall- 
stones, three  died  of  pancreatic 
head  malignancy  or  cardiac  arrest, 


while  two  had  cholecystectomy  as 
the  definitive  procedure. 

Minor  complications  included 
one  catheter  being  accidentally 
pulled  out  with  no  major 
sequelae,  while  one  catheter  got 
clogged  and  drainage  was  discon- 
tinued. 

In  most  patients,  prompt  re- 
sponse to  percutaneous  drainage 
was  observed,  except  in  two  pa- 
tients. One  of  the  two  had 
cholecystectomy,  while  the  second 
died  of  overwhelming  sepsis  sec- 
ondary to  pancreatic  abscess  from 
acute  pancreatitis. 

Discussion 

Cholecystectomy  is  the  definitive 
treatment  of  choice  in  patients 
with  acute  cholecystitis.  How- 
ever, critically  ill  patients  are  at 
higher  risk  for  surgery  secondary 
to  complicating  factors  such  as 
concurrent  cardiorespiratory  dis- 
ease, immunosuppression  and 
metabolic  imbalance.  Surgical 


Figure  3:  Computed  tomographic  monitoring  of  percutaneous 
cholecystostomy.  The  catheter  is  visualized  coiled  within  the  gallblad- 
der. 
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cholecystostomy,  although  techni- 
cally easier,  also  has  high  morbid- 
ity and  mortality. 

The  mortality  rates  for  these 
procedures  has  raised  questions 
about  safety  and  efficacy  in  the 
critically  ill  patient  with  biliary 
tract  disease.  The  mortality  rate 
for  acute  cholecystitis  in  patients 
over  65  years  of  age  is  3.5%.’  As 
expected  with  any  surgical  or 
interventional  procedure,  the 
death  rate  rises  with  the  complex- 
ity of  the  procedure. 

Percutaneous  transhepatic 
cholecystostomy  has  been  an  ac- 
cepted procedure  in  patients  con- 
sidered poor  operative  risks.1'36'7 
The  procedure  offers  a temporary 
solution  to  allow  a patient's  over- 
all condition  to  stabilize  before 
definitive  cholecystectomy  can  be 
performed.13-6-8  Percutaneous 
cholecystostomy  has  proven  valu- 
able in  the  management  of  both 
inflammatory  and  obstructive 
biliary  tract  diseases.26-7  Decom- 
pression of  the  biliary  tract  using 
this  procedure  has  become  estab- 
lished as  both  a diagnostic  and  a 
therapeutic  procedure.2-6-7 

In  using  this  procedure  to 
diagnose  and  treat  biliary  tract 
diseases,  we  reviewed  this  series 
of  high-risk  patients  who  under- 
went CT-  and  ultrasound-guided 
percutaneous  cholecystostomy. 
Although  retrospective  and  non- 
randomized,  this  small  series  con- 
firms the  overall  safety  and  effi- 
cacy of  the  procedure  in  high-risk 
septic  patients  with  inflammatory 
or  obstructive  biliary  tract  dis- 
eases. 

In  this  series,  all  patients  were 
considered  too  ill  to  undergo  sur- 
gical cholecystostomy  or  chole- 
cystectomy. Percutaneous  chole- 
cystostomy was  successfully  per- 
formed in  all  14  patients.  There 
were  no  immediate  complications 


directly  related  to  this  procedure. 
Twelve  of  the  14  patients  had 
immediate  resolution  of  symp- 
toms of  acute  cholecystitis,  resolu- 
tion of  sepsis,  or  both. 

Five  deaths  occurred  after 
percutaneous  cholecystostomy 
was  performed.  Two  patients 
died  from  overwhelming  sepsis, 
one  died  from  a terminal  malig- 
nancy, one  died  from  cardiac  ar- 
rest, and  one  was  weaned  off  his 
life  support.  All  of  these  deaths 
were  unrelated  to  the  gallbladder 
drainage  procedure.  In  retrospect, 
however,  these  patients  were  too 
advanced  in  their  disease  for  this 
procedure  to  help.  In  our  limited 
series,  none  of  our  patients  experi- 
enced vagal  reactions  as  have 
been  previously  reported." 

Percutaneous  cholecystostomy 
offered  several  advantages,  in- 
cluding immediate  relief  of  pain, 
resolution  of  sepsis  and  delaying 
or  avoiding  surgical  intervention. 
In  addition,  CT  and  ultrasound 
guidance  allowed  for  accurate 
localization  and  selection  of  ap- 
proach. Our  limited  experience 
with  percutaneous  cholecystos- 
tomy indicates  that  it  can  be 
readily  performed  on  an  emer- 
gency basis  under  local  anesthe- 
sia, often  as  a bedside  procedure 
to  avoid  moving  an  unstable  pa- 
tient from  the  intensive  care  unit. 
It  requires  only  minutes  to  com- 
plete insertion  and  has  the  advan- 
tage of  being  both  a diagnostic 
and  therapeutic  procedure.  This 
series  confirms  the  view  that  per- 
cutaneous transhepatic 
cholecystostomy  is  a safe  and 
effective  procedure  in  the  man- 
agement of  patients  with  inflam- 
matory or  obstructive  biliary  dis- 
eases. □ 
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Thymic  hyperplasia  after 
chemotherapy:  Two  case 
reports  and  a literature  review 


Abstract 


The  development  of  mediastinal  masses  in  patients  previously 
treated  for  cancer  frequently  indicates  recurrent  or  metastatic  disease. 
In  this  article  we  describe  two  patients  previously  treated  for  malignan- 
cies who  had  new  or  recurrent  anterior  mediastinal  masses.  These 
masses  proved  to  be  markedly  enlarged  thymuses  due  to  thymic 
hyperplasia.  The  development  of  thymic  hyperplasia  after  systemic 
chemotherapy  is  an  uncommon  but  well  known  phenomenon.  The 
management  of  such  patients  includes  close  observation  or  surgical 
intervention.  Empiric  antineoplastic  therapy  is  not  indicated. 


Brian  R.  Murphy,  M.D. 

Dewey  J.  Conces  Jr.,  M.D. 

Craig  R.  Nichols,  M.D. 
Indianapolis 

.^^.bnormal  masses  appear- 
ing after  treatment  of  malignan- 
cies are  of  obvious  concern  be- 
cause they  often  represent  recur- 
rent disease.  Mediastinal  masses 
are  commonly  the  result  of  meta- 
static lymph  node  involvement. 
They  also  occur  as  the  site  of  ori- 
gin and  relapse  of  lymphomas 
and  germ  cell  tumors,  as  well  as 
other  malignancies.  Several  be- 
nign causes  of  mediastinal  masses 
have  been  identified  in  patients 
previously  treated  for  malignan- 
cies.1-2 

Thymic  hyperplasia  is  a be- 
nign disorder  that  often  presents 
itself  radiographically  as  an  ante- 
rior mediastinal  mass.  Thymic 
hyperplasia  is  an  uncommon  con- 
dition, but  its  occurrence  has  been 
associated  with  prior  chemo- 
therapy. This  article  discusses 
two  cases  of  thymic  hyperplasia 
occurring  after  systemic  chemo- 
therapy. 

Case  reports 

Case  l - A previously  healthy  17- 
year-old  girl  with  weight  loss  and 
cervical  adenopathy  was  seen  in 
August  1988.  A left  cervical 
lymph  node  biopsy  revealed 
nodular  sclerosing  Hodgkin's 
disease.  The  initial  work-up  dem- 


onstrated anterior  mediastinal, 
pretracheal,  subcarinal, 
supraclavicular  and  retrocrural 
adenopathy  as  well  as  splenic 
involvement,  consistent  with  stage 
III-B  disease.  She  received  sys- 
temic chemotherapy  with  six 
cycles  of  standard  dose 
mechlorethamine,  vincristine, 
procarbazine,  prednisone,  doxoru- 
bicin, bleomycin  and  vinblastine 
from  August  1988  until  January 
1989.  The  chest  radiograph  nor- 
malized, and  follow-up  computed 
tomography  (CT)  scans  of  the 
chest  and  abdomen  in  February 
1989  revealed  nearly  complete 
resolution  of  the  previously  iden- 
tified adenopathy  (Figure  1A). 

The  patient  appeared  to  be  in 
clinical  complete  remission;  how- 
ever, a routine  chest  radiograph  in 
June  1989  showed  a subtle  change 
in  the  aortopulmonary  window. 
This  apparent  mass  increased  in 
size  during  the  next  several 
months,  and  a chest  CT  scan  in 


October  1989  revealed  a 3x4x5  cm 
soft  tissue  mass  in  the  anterior 
mediastinum  with  extension  into 
the  aortopulmonary  window  (Fig- 
ure IB).  The  patient  underwent  a 
limited  left  thoracotomy,  and  a 
markedly  enlarged  thymus  was 
discovered  with  no  evidence  of 
adenopathy  or  other  masses.  Pa- 
thology revealed  normal  thymic 
elements  consistent  with  true  thy- 
mic hyperplasia.  The  patient  re- 
covered uneventfully  and  has 
remained  in  clinical  remission. 
Subsequent  chest  radiographs 
have  been  normal. 

Case  2 - A previously  healthy 
16-year-old  boy  with  a right  tes- 
ticular mass  was  seen  in  July  1987. 
A right  orchiectomy  was  per- 
formed, and  histopathologic  ex- 
amination revealed  pure  embryo- 
nal cell  carcinoma.  Further  work- 
up showed  bilateral  pulmonary 
metastases,  bilateral  hilar  and 
retroperitoneal  adenopathy  and 
elevated  alpha-fetoprotein  and 
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beta-hcg  levels.  He  received  four 
cycles  of  chemotherapy  with 
cisplatin,  bleomycin  and  etoposide 
from  August  1987  until  October 
1987.  Serum  alpha-fetoprotein 
and  beta-hcg  levels  decreased  to 
normal,  and  a follow-up  CT  scan 
showed  nearly  complete  resolu- 
tion of  disease. 

The  patient  remained 
asymptomatic,  but  a repeat  CT 
scan  in  April  1988  revealed  a new 
right  lower  lobe  pulmonary  nod- 
ule, a new  anterior  mediastinal 
mass  and  recurrent  retroperitoneal 
adenopathy.  In  June  1988,  an 
open  lung  biopsy  of  the  right 
lower  lobe  nodule  revealed  a low- 
grade  magna-reticularis  type  of 
yolk  sac  tumor.  The  patient  was 
observed,  but  a repeat  CT  scan  in 
October  1988  showed  a left  poste- 
rior mediastinal  mass,  new  pul- 
monary nodules,  increased  retro- 
peritoneal adenopathy  and  in- 
creased size  of  the  anterior  medi- 
astinal mass.  The  patient's  serum 
markers  remained  normal.  In 
October  and  November,  two 
cycles  of  salvage  chemotherapy 
with  vinblastine,  ifosfamide  and 


cisplatin  were  given,  but  the  pa- 
tient had  no  radiologic  response. 

On  Jan.  17,  1989,  the  patient 
underwent  a retroperitoneal 
lymphadenectomy.  Pathology 
revealed  only  necrotic  fibrous 
tissue.  On  Jan.  30,  1989,  the  pa- 
tient underwent  thoracotomy,  and 
the  radiographically  identified 
abnormalities  were  excised.  The 
posterior  mediastinal  mass  and 
pulmonary  nodules  were  identi- 
fied as  mature  teratoma  with  ne- 
crosis and  no  viable  tumor  cells. 
The  anterior  mediastinal  mass  was 
a markedly  enlarged  thymus. 
Pathology  revealed  normal  thymic 
tissue  consistent  with  true 
hyperplasia.  The  patient  has  re- 
covered and  remained  free  of 
progressive  disease. 

Discussion 

True  thymic  hyperplasia  is  de- 
fined as  an  increase  of  both  size 
and  weight  of  the  thymus  gland 
while  it  maintains  normal  micro- 
scopic architecture.3  This  condi- 
tion is  distinct  from  lymphofol- 
licular  hyperplasia  (formerly  also 
termed  thymic  hyperplasia). 


which  implies  the  presence  of 
lymph  follicles  with  germinal 
centers  within  the  thymus,  regard- 
less of  the  size  of  the  gland.  The 
latter  is  the  type  classically  associ- 
ated with  myasthenia  gravis,  sys- 
temic lupus  erythematosus, 
Addison's  disease  and  autoim- 
mune hemolytic  anemia.4  It  is 
also  seen  occasionally  in  people 
who  are  otherwise  normal. 

True  thymic  hyperplasia  has 
been  described  in  three  different 
settings:3  1)  true  thymic  hyper- 
plasia not  associated  with  any 
other  disease,  (extremely  rare, 
only  11  cases  described);5  2)  in 
association  with  endocrine  abnor- 
malities, sarcoidosis  and 
Beckwith-Wiedemann  syndrome; 
3)  enlargement  of  the  thymus 
representing  a form  of  "rebound 
phenomenon"  occurring  in  a 
number  of  conditions,  including 
recovery  from  severe  stress  situa- 
tions, after  administration  of  corti- 
costeroids and  after  chemotherapy 
in  the  treatment  of  malignant  dis- 
eases. 

Thymic  hyperplasia  associated 
with  chemotherapy  was  first  de- 


Figure  1A:  Minimal  residual  anterior  mediastinal 
soft  tissue  following  completion  of  therapy. 


Figure  IB:  Soft  tissue  mass  in  anterior  mediasti- 
num and  aortopulmonary  window  (arrows). 
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scribed  by  Cohen  and  colleagues 
who  discovered  mediastinal  wid- 
ening during  or  after  chemo- 
therapy in  seven  children.6  Two 
of  these  patients  underwent  bi- 
opsy and  had  changes  consistent 
with  true  thymic  hyperplasia. 

Two  other  patients  were  given  a 
steroid  trial  and  demonstrated 
marked  decrease  in  size  of  the 
mediastinal  mass,  implying  be- 
nign thymic  enlargement.  The 
other  patients  were  observed.  All 
patients  reportedly  remained  free 
of  recurrent  disease. 

Shin  and  Ho  subsequently 
described  an  adult  patient  with 
Hodgkin's  disease  who  developed 
thymic  hyperplasia  after  success- 
ful chemotherapy.7  This  patient's 
course  was  complicated  by  drug- 
induced  pulmonary  fibrosis,  re- 
quiring steroid  therapy,  and  dis- 
seminated herpes  zoster.  In  this 
case,  steroid  withdrawal  and/or 
recovery  from  the  herpes  zoster 
infection  may  have  played  a role 
in  the  development  of  thymic 
hyperplasia.6 

A later  report  by  Due  and 
colleagues  concerned  a 16-year- 
old  patient  with  testicular  germ 
cell  carcinoma.9  Six  months  after 
the  patient  completed  chemo- 
therapy, a new  anterior  mediasti- 
nal mass  was  discovered.  The 
mass  was  resected,  and  the  pa- 
thology was  consistent  with  true 
thymic  hyperplasia.  Immuno- 
histologic  study  revealed  a normal 
distribution  and  antigen  expres- 
sion of  lymphocytes  and  epithelial 
cells.  There  was  no  evidence  of 
selective  proliferation  of  lympho- 
cytic or  nonlymphocytic  subpopu- 
lations within  the  thymus.  These 
authors  concurred,  therefore,  that 
the  thymic  enlargement  after  che- 
motherapy was  a simple  rebound 
phenomenon. 

Several  other  case  reports 
have  described  thymic  hyper- 


plasia associated  with  chemo- 
therapy, including  other  patients 
with  Hodgkin's  disease  and  germ 
cell  tumors.1012  Similar  to  the 
patients  described  in  this  report, 
those  previously  described  had 
thymus  enlargement  approxi- 
mately two  to  10  months  after 
completion  of  chemotherapy  and 
also  had  favorable  outcomes. 

Kissin  and  colleagues  re- 
ported a series  of  200  patients 
with  germ  cell  tumors;  120  were 
treated  with  chemotherapy  for 
metastatic  disease  and  the  other 
80  served  as  a control  group.13  A 
retrospective  review  of  serial  CT 
scans  demonstrated  that  thymic 
enlargement  occurred  three  to  14 
months  after  initiation  of  treat- 
ment in  14  of  the  120  patients 
treated,  but  in  only  one  patient  in 
the  control  group.  Thirteen  of  the 
14  patients  (93%)  with  thymic 
enlargement  after  chemotherapy 
were  well  and  disease  free  on 
mean  follow-up  of  45  months, 
compared  with  83  of  106  patients 
(78%)  of  the  group  that  did  not 
show  thymic  enlargement  after 
chemotherapy. 

The  management  of  patients 
with  new  or  recurrent  anterior 
mediastinal  masses  after  treatment 
for  malignancies  is  controversial. 
One  suggested  approach  is  a pro- 
vocative steroid  trial.  Ford  and 
colleagues  reported  a series  of  14 
children  identified  with  new  or 
recurrent  mediastinal  masses  dur- 
ing or  after  chemotherapeutic 
treatment  for  malignant  disease.14 
Five  of  these  patients  were  treated 
with  steroids  and  showed  resolu- 
tion of  the  mediastinal  masses  in 
48  hours  to  seven  days  without 
recurrence.  They  recommend  a 
step-by-step  approach  to  the 
evaluation  of  these  patients.  The 
patient  should  first  be  treated 
with  oral  prednisone  (60  mg/m2/ 
day  for  seven  to  10  days).  If  the 


patient  shows  a complete  or  partial 
resolution,  then  follow-up  includes 
frequent  chest  radiographs  and/or 
a second  course  of  steroids.  If  the 
mass  fails  to  respond  to  steroids  or 
enlarges,  then  open  biopsy  should 
be  performed  to  clarify  the  diagno- 
sis. This  trial  is  not  indicated  if  the 
patient's  initial  diagnosis  was  ste- 
roid sensitive  lymphoma  or  leuke- 
mia. 

We  suggest  a more  conserva- 
tive approach.  If  the  patient  has 
an  anterior  mediastinal  mass  as  an 
isolated  lesion  and  this  area  was 
not  previously  involved,  and  if 
there  otherwise  is  no  evidence  of 
disease  and  the  patient  had  re- 
ceived optimal  therapy  for  his 
initial  disease,  close  observation 
alone  is  reasonable.  If  the  patient 
has  a mediastinal  mass  in  a previ- 
ously involved  area  and  shows  any 
other  signs  of  active  disease,  sur- 
gery for  a definitive  diagnosis  is 
indicated.  Regardless  of  one's 
approach  to  the  evaluation  and 
management  of  new  or  recurrent 
anterior  mediastinal  masses  occur- 
ring after  treatment  of  malignan- 
cies, the  association  of  thymic 
hyperplasia  and  prior  chemo- 
therapy must  be  kept  in  mind.  In 
this  situation,  the  administration  of 
antineoplastic  therapy  without 
tissue  diagnosis  is  inappropriate.  □ 
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What  you  should  know 
about  the  Americans 
with  Disabilities  Act 


John  W.  Bowers,  J.D.,  LL.M. 

Fort  Wayne 

Sally  is  a bright,  young 
nursing  school  graduate  you've 
hired  to  join  your  practice  as  a 
nurse.  She  started  work  a week 
ago  but  has  been  an  hour  or  more 
late  every  day.  Today,  you 
learned  that  an  irate  patient 
shouted  at  her  in  your  waiting 
room  in  front  of  several  other 
patients  causing  her  to  become 
terribly  upset  and  embarrassed. 

A few  minutes  later,  she  suffered 
an  epileptic  seizure.  She  tells  you 
that  she  has  epilepsy  and  does  not 
drive,  so  she  must  depend  on 
friends  or  family  for  rides  to 
work.  She  says 
her  medicine  al- 
lows her  to  func- 
tion normally, 
although  great 
stress  has  been 
known  to  trigger  a 
seizure.  She 
wants  to  know  if 
you  are  going  to 
fire  her. 

The  simple  truth  is  you  are 
torn  between  your  personal  and 
your  business  feelings.  She  is 
intelligent,  skilled  and  eager  to 
work  and  learn;  however,  some- 
times she  is  not  dependable,  as 
her  behavior  in  stressful  situations 
and  her  tardiness  demonstrate. 

You  and  countless  other  em- 
ployers must  do  more  than  just 
make  a personal  and  business 
decision.  After  July  26,  1992,  em- 
ployers also  must  make  a critical 
legal  decision.  On  that  date,  the 
Americans  with  Disabilities  Act 
(ADA)  becomes  effective.1 

Next  year,  the  law  will  apply 


to  employers  with  25  or  more 
employees.  Three  years  from 
now,  all  employers  with  15  or 
more  employees  will  be  covered. 

What  is  this  new  federal  law 
and  how  will  it  affect  Indiana 
physician-employers?  The  ADA 
is  a comprehensive  federal  civil 
rights  act  that  is  designed  to  pro- 
vide “a  clear  and  comprehensive 
national  mandate  for  the  elimina- 
tion of  [employment!  discrimina- 
tion against  individuals  with  dis- 
abilities."2 To  achieve  this  objec- 
tive, Congress  enacted  a law  that 
prohibits  employers  from  exclud- 
ing people  from  jobs,  services, 
activities  or  benefits  based  on 
disability.3  The  ADA  contains 
stringent  penalties  for  discrimina- 


tion that  include  equitable  and 
injunctive  relief  resulting  in  hir- 
ing, or  reinstatement  if  fired,  res- 
toration of  benefits,  and  attorneys' 
fees.4 

More  than  40  million  Ameri- 
cans are  disabled.5  Unfortunately, 
the  law  does  not  list  all  covered 
disabilities.  Instead,  it  broadly 
defines  "disability"  to  include 
people  with  actual  physical  and 
mental  handicaps  as  well  as 
people  who  have  a history  of  or 
who  are  perceived  by  others  to  be 
disabled.6  However,  not  every 
disabled  person  is  immediately 
entitled  to  coverage.  The  ADA  is 
not  an  affirmative  action  or  quota 


type  law.  Certain  standards  must 
be  met  for  a person  to  qualify, 
namely  that  only  those  people 
with  a disability  who  are  qualified 
to  perform  a particular  job,  not- 
withstanding their  disability,  gain 
the  act's  protection.  The  law  de- 
fines the  term  "qualified  indi- 
vidual with  a disability"  to  mean 
"an  individual  with  a disability 
who,  with  or  without  reasonable 
accommodation,  can  perform  the 
essential  functions  of  the  employ- 
ment position  that  such  individual 
holds  or  desires."7  Employers 
should  understand  that  a person 
who  is  disabled  must  possess  the 
requisite  knowledge,  skills,  educa- 
tion and  physical  and  mental  abil- 
ity to  perform  the  essential  job 
functions,  with 
or  without  rea- 
sonable accom- 
modation.8 

Let's  return 
to  our  scenario 
with  Sally.  The 
law  mandates 
that  employers 
"reasonably 
accommodate"  employees.9  One 
possible  accommodation  is  flexible 
working  hours.  Is  it  critical  for 
Sally  to  be  at  the  office  at  8 a.m.? 

Is  an  hour  later  really  important 
or  not? 

Realistically,  reasonable  ac- 
commodation is  a highly  fact- 
specific  inquiry  that  involves  the 
particular  needs  of  your  office. 
Such  an  inquiry  may  result  in 
different  answers  for  different 
jobs.  For  example,  a surgery 
nurse  - as  opposed  to  one  who 
never  leaves  the  office  - will  expe- 
rience a great  deal  of  stress  in  life- 
threatening  situations.  A person 
who  "poses  a direct  threat  to  the 


Next  year,  the  law  will  apply  to  employers 
with  25  or  more  employees.  Three  years  from 
now,  all  employers  with  15  or  more 
employees  will  be  covered. 
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Book  explains  ADA 

Employers  interested  in  coping  with  and  understanding  the  in- 
tricacies of  the  Americans  with  Disabilities  Act  (ADA)  may  find  help 
through  a new  publication  from  the  U.S.  Chamber  of  Commerce. 

What  Business  Must  Know  About  the  Americans  With  Disabilities  Act 
covers  the  employment  and  public  access  provisions  of  the  law  and 
offers  recommendations  on  what  employers  must  do  in  hiring,  pro- 
moting, offering  health  care  to  and  terminating  a disabled  person. 

The  guide  also  explains  alterations  that  may  be  necessary  to 
make  facilities  accessible,  includes  a Directory  of  State  Vocational  Reha- 
bilitation Offices  and  answers  the  most  commonly  asked  questions 
about  the  ADA. 

The  80-page  book  is  $20  for  U.S.  Chamber  members  and  $33  for 
non-members.  Bulk  order  discounts  also  are  available.  To  order  the 
book,  write  Publications  Fulfillment,  U.S.  Chamber  of  Commerce, 

1615  H St.,  N.W.,  Washington,  D.C.  20062  or  call  1-800-638-6582.  □ 

v 1 J 


health  or  safety  of  (another)  in  the 
workplace  that  cannot  be  elimi- 
nated by  reasonable  accommoda- 
tion" can  be  denied,  excluded  or 
removed  from  a job  or  task.  This 
"direct  threat"  means  a significant 
risk  to  the  health  or  safety  of  oth- 
ers exists.10  Reasonable  accommo- 
dation may  include,  among  other 
things,  job  restructuring,  part-time 
or  modified  work  schedules,  the 
purchase  or  a modification  of 
equipment  or  devices,  and  other 
similar  accommodations  for 
people  with  disabilities.11 

However,  reasonable  accom- 
modation is  not  required  if  an 
employer  can  show  it  is  an  "un- 
due hardship"  to  the  business. 

The  ADA  states  an  undue  hard- 
ship can  exist  where  the  accom- 
modation requires  significant  dif- 
ficulty or  expense.12  While  it 
would  not  be  a great  expense  to 
use  a flexible  work  schedule  for 
Sally,  it  would  be  a "significant 
difficulty"  to  accommodate  her  in 
the  operating  room  if  stress  con- 
tributes to  the  occurrence  of  sei- 
zures or  emotional  instability  as 
part  of  a fear  of  having  a seizure. 

Employers  will  not  be  re- 
quired to  make  wholesale  changes 
in  job  functions  or  tasks  nor  must 
they  lower  quantity  or  quality 
standards.13  In  Sally's  case,  if  she 
is  a surgery  nurse,  it  would  be 
nearly  impossible  to  anticipate 
stress  and  provide  for  her  dis- 
missal from  the  operating  room 
when  the  going  gets  tough. 
Nonetheless,  professional  medical 
corporations  or  physicians'  offices 
that  meet  the  statutory  criterion  as 
employers  are  required  to  reason- 
ably accommodate  employees 
with  known  handicaps  through- 
out the  employment  relationship.14 

Our  scenario  is  one  of  an  infi- 
nite number  that  may  occur. 


There  are  no  absolutes  with  this 
law;  it  was  purposely  designed  to 
be  open-ended.15  Consider  the 
following  tips,  though  they  are  by 
no  means  inclusive,  as  an  initial 
guide  to  understanding  and  com- 
plying with  the  ADA: 

1.  If  your  employment  prac- 
tices or  policies  are  written  (e.g., 
in  a handbook),  insert  a phrase 
that  states  people  with  disabilities 
will  not  be  discriminated  against. 

2.  Educate  those  in  your  of- 
fice, including  all  partners  or  asso- 
ciates, about  the  act's  coverage 
and  liability. 

3.  Review  your  written  or 
other  established  practices  or  poli- 
cies, including  medical,  accident 
and  life  insurance  policies  and 
other  benefits  such  as  retirement 
and  profit-sharing,  to  determine  if 
they  discriminate  against  disabled 
people. 

4.  Delete  all  questions  or  re- 


quests for  information  on  your 
employment  application  forms 
that  are  designed  to  learn  if  some- 
one is  disabled. 

5.  If  your  office  offers  em- 
ployment on  the  condition  that  an 
applicant  successfully  complete  a 
medical  examination,  you  must 
adopt  the  following  procedures: 
a)  the  exam  must  be  job-related 
and  a business  necessity,  e.g., 
lifting  50  pounds  to  determine  if  a 
person  can  move  an  immobile 
patient;  b)  the  exam  may  be  given 
only  after  the  disabled  applicant 
has  been  given  the  job;  c)  the  job 
offer  can  be  made  pending  the 
outcome  of  the  exam  only  if  all 
other  applicants  are  given  the 
same  exam;  and  d)  all  information 
from  such  an  exam  must  be  kept 
confidential  and  maintained  in 
separate  files.16 

6.  The  law  prohibits  employ- 
ers from  making  inquiries  regard- 
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ing  an  applicant's  disability  or,  if 
the  disability  is  known,  about  the 
severity  of  the  disability.  How- 
ever, employers  can  ask  if  job 
applicants  or  existing  employees 
seeking  a transfer  or  promotion 
who  have  a disability  are  able  to 
perform  the  actual  functions  of 
the  job,  e.g.,  "Is  there  any  reason 
you  cannot  perform  any  and  all- 
job related  tasks?"17 

7.  Make  sure  your  practices 
or  policies  do  not  limit,  segregate 
or  classify  job  applicants  or  em- 
ployees on  the  basis  of  disability. 

8.  Determine  whether  job 
requirements  include  factors  or 
criteria  that  discriminate  unless  it 
can  be  shown  they  are  job-related 
and  a business  necessity. 

9.  A written  job  description 
will  be  considered  evidence  about 
what  an  employer  believes  is  es- 
sential to  performing  work,  so 
prepare  one  for  all  jobs. 

10.  Determine  whether  your 
facilities,  such  as  hallways,  offices, 
exam  rooms  and  lunch  rooms,  are 
accessible  to  and  can  be  used  by 
disabled  employees. 

11.  Draft  a written  policy  for 
reasonable  accommodation  and 


list  the  ways  it  may  be  accom- 
plished or  implemented  as  well  as 
what  kinds  of  accommodation 
will,  in  your  opinion,  cause  an 
undue  hardship  to  your  practice. 
For  instance,  massive  structural 
changes  to  existing  facilities  could 
be  considered  an  undue  hardship 
in  some  circumstances. 

12.  If  you  are  unsure  of  the 
law's  application  in  a given  situa- 
tion, consult  an  attorney  or  con- 
tact the  offices  of  the  Equal  Em- 
ployment Opportunity  Commis- 
sion in  Indianapolis  and  request  a 
copy  of  the  agency's  Final  Guide- 
lines, which  detail  the  federal 
government's  interpretation  of  the 
ADA.  The  guidelines  also  pro- 
vide several  examples  designed  to 
assist  employers  in  complying 
with  the  law. 

The  Equal  Employment  Op- 
portunity Commission,  the  federal 
watchdog  agency  that  will  admin- 
ister and  enforce  the  ADA,  an- 
nounced earlier  this  year  that  it 
anticipates  12,000  to  15,000  dis- 
crimination charges  will  be  filed 
with  the  agency  next  year.19  This 
number  probably  is  a very  conser- 
vative estimate.  As  a result,  all 


employers  subject  to  this  new  law 
should  be  preparing  for  its  ramifi- 
cations now,  not  next  year  when  it 
becomes  effective.  □ 

The  author  is  an  attorney  prac- 
ticing labor  and  employment  law  on 
behalf  of  management  with  Beers, 
Mailers,  Backs  & Salin  in  Fort 
Wayne. 
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To  Plan  The  Most  Successful 
Conference  Possible,  You  Really  Should 
Check  All  Your  Options. 


The  University  Place  Conference 
Center  & Hotel  offers  all  the  options 
you  should  expect  to  make  your 
conference  a success.  And,  probably 
a few  things  you'd  never  expect.  So,  if 
you'd  like  a free  information  packet 
on  the  features  listed,  call 
800-627-2700.  Because  once 
you've  checked  us  out,  you  won’t 
even  consider  any  other  location  as 
an  option. 


University  Place 

Conference  Center  & Hotel 

On  the  Campus  of  Indiana  University*  Purdue  University 
INDIANAPOLIS 

800-627-2700 

(In  Indiana  317-274-3196) 


Features 

University 

Place 

278-room  AAA  4-Diamond  hotel 

Resources  of  two  major  universities 

338-seat  auditorium  with  sloped  seating 

Unmatched  A/V  capabilities 

Award-winning  restaurants 

385-car  underground  garage 

Full-time  A/V  staff 

TUrnkey  Conference  Planning  Service 

Skywalk  to  Olympic-class  sports  facilities 

1 s' 

Thirty  soundproof  meeting  rooms 

V 

Two  tiered  meeting  rooms 

Videoconferencing 

Computerized  audience  response  system 

l * 

Continuous  refreshment  service 

Medical  Office  Management  Software  for  the  Apple  Macintosh 


Call  Today  at  2:00  p.m. 

for  Limited  Offer  on  Price  Incentive  for  the 
New  Electronic  Claim  System! 

317-579-5900 


Wabash  Medical  Resources,  Inc. 

Wabash  Medical  Resources 

8335  Allison  Poinle  Trail,  Suite  310  g 

Indianapolis.  IS  46250 

317-579-5900 

Authorized  Dealer 


The 

C))Ear 
C 7 Institute 

of  Indiana 


Complete  Care  for  the  Ear  8103  Clearvista  Parkway 

Indianapolis,  Indiana  46256 

J.  William  Wright  III,  M.D.  (317)  842-4757 

George  W.  Hicks,  M.  D.  (800)  522-0734 

CAPSULE  COMMENTS 


TINNITUS 


A PERCEPTION  OF  SOUND  WHICH  ORIGINATES  INSIDE  THE  BODY. 

OFTEN  ASSOCIATED  WITH  HEARING  LOSS.  SOMETIMES  DUE  TO  VASCULAR 
TUMORS  OR  FISTULAS. 


MASKING  WITH  ENVIRONMENTAL  SOUNDS;  HEARING  AIDS  OR  TINNITUS 
MASKERS;  BIOFEEDBACK;  SURGICAL  CORRECTION  OF  CONDUCTIVE  HEARING 
LOSS  OR  TUMOR  REMOVAL. 


• Otology  and  Neurotology  • Audiology  • Vestibular  Laboratory  • Hearing  Aid  Dispensing 
• Additional  location:  5506  East  16th  Street,  Suite  21 
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Digest  of  health  and 
medical  laws 


TThe  1991  sessions  of  the  Indiana  General  Assembly  will  undoubt- 
edly go  down  in  legislative  history.  The  first  regular  session  adjourned 
at  the  end  of  April  without  a budget  bill  and  without  a legislative  re- 
districting bill  signed  into  law.  Lack  of  compromise  on  these  two  im- 
portant issues  resulted  in  the  legislative  encores  that  lasted  for  two 
additional  sessions,  referred  to  as  special  sessions.  Final  adjournment 
did  not  occur  until  June  14. 

The  inability  to  compromise  and  the  historical  significance  of  this 
year's  sessions  are  attributed  to  many  factors.  One  reason  is  that  nei- 
ther political  party  had  complete  control  of  the  Statehouse.  The  results 
of  the  1990  election  cycle  put  the  Democrats  in  charge  of  the  House  for 
the  first  time  in  several  years  with  a 52-48  majority.  Meanwhile,  the 
Senate  retained  slim  Republican  domination  with  a narrow  26-24  ma- 
jority. Adding  to  the  historical  significance,  the  delay  of  the  two  spe- 
cial sessions  made  this  the  longest  session  on  record. 

Despite  the  political  difficulties  of  the  session,  legislators  managed 
to  introduce  1,675  pieces  of  legislation.  Philosophical  differences  be- 
tween House  and  Senate  leadership  kept  many  of  these  bills  from  be- 
coming law,  while  time  crunches  (a  problem  in  every  legislative  ses- 
sion) effectively  prevented  success  for  many  other  bills. 

This  digest  contains  the  most  up-to-date  information  about  new 
laws  that  may  affect  your  practice.  This  year's  digest  summarizes  55 
newly  created  laws,  referred  to  as  enrolled  acts.  The  document  is  only 
a brief  highlight  of  the  health  related  changes  in  Indiana  law.  The  acts' 
effective  dates  are  included  so  you  know  precisely  when  the  new  laws 
will  affect  you.  An  index  is  included  at  the  end  of  the  document  so 
you  can  locate  bills  of  interest. 


If  you  have  any  questions  or  comments,  call  the  ISMA  Government 
Relations  staff  at  1-800-969-7545  or  (317)  261-2060. 


1991  Indiana  General  Assembly 


Michael  D.  Abrams 

Director  of  Government  Relations 


Louis  Belch 

Legislative  assistant 


Jean  M.  Terry 

Legislative  assistant 


Deborah  E.  Warner 

Administrative  assistant 
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House  enrolled  acts 


HEA  1001 

• Requires  that  prescriptions  filled  for  Medicaid  and 
Medicare  patients  be  filled  with  the  generic  substi- 
tute unless  the  physician  stipulates  in  writing 
"brand  medically  necessary"; 

• allows  Indiana  residents  to  receive  medical  ser- 
vices in  Chicago  under  the  Medicaid  program  but 
stipulates  that  prior  authorization  be  obtained  to 
determine  that  the  services  are  medically  neces- 
sary, not  available  in  the  recipient's  immediate 
area  and  would  cause  an  undue  hardship  if  the 
services  were  provided  in  Indiana; 

• establishes  a long-term  care  legislative  study  com- 
mittee to  study  the  following:  Medicaid  reim- 
bursement for  long-term  health  facilities,  certifi- 
cates of  need  and  other  long-term  health  issues 
determined  relevant  by  the  committee; 

• continues  the  certificate  of  need  process  for  long- 
term health  facilities  until  July  1,  1993,  (these  four 
sections  became  effective  July  1,  1991); 

• allots  money  from  the  Build  Indiana  Fund  to  the 
following  projects:  Methodist  Hospital  State  Poi- 
son Center,  Indianapolis  Midtown  Community 
Mental  Health  Center  and  repair  of  the  India- 
napolis Pathology  Building  (the  Indiana  Medical 
History  Museum); 

• allows  the  state  to  establish  exclusive  contracts 
with  providers  offering  the  following  medically 
related  products  and  services:  prescription  drugs, 
physical  therapy  and  therapeutic  services,  labora- 
tory and  x-ray  services,  eyeglasses  and  prosthetic 
devices,  medical  equipment  and  supplies  and 
transportation  services; 

• requires  all  Indiana  school  corporations  to  enroll 
in  the  Medicaid  program  by  July  1,  1992,  to  be 
reimbursed  by  Medicaid  for  any  services  currently 
being  provided  by  the  school  corporation  but  that 
are  reimbursed  by  Medicaid  (these  three  sections 
became  effective  upon  passage). 

HEA  1060 

• Provides  that  a policy  of  accident  and  sickness 
insurance  may  not  exclude  coverage  for  health 
care  services  provided  to  an  insured  on  the 
grounds  that  the  insured  individual  was  subject  to 
lawful  detention  by  a county  sheriff  when  the 
services  were  provided. 

• Effective  on  all  insurance  policies  or  contracts 
issued  or  renewed  after  June  30,  1991. 

HEA  1121 

• Requires  the  board  of  health  to  maintain  a toll- 
free  telephone  line  to  provide  information  on  ser- 
vices for  children  with  long-term  health  care 
needs; 


• provides  that  this  service  must  be  made  available 
to  families,  health  care  providers,  government 
employees,  educators  and  other  entities  that  pro- 
vide services  to  children  with  long-term  health 
care  needs. 

• Effective  July  1,  1991. 

HEA  1273 

• Requires  dental  hygienist  applicants  to  be  gradu- 
ates from  schools  accredited  by  the  American 
Dental  Association; 

• permits  dental  hygienists  to  perform  preventive 
services,  screenings  and  referrals  without  supervi- 
sion in  certain  public  health  settings  (these  two 
sections  became  effective  July  1,  1991); 

• establishes  a procedure  for  reinstating  a license  to 
practice  either  dental  hygiene  or  dentistry  if  the 
license  has  been  invalid  for  more  than  three  years 
(this  section  became  effective  upon  passage); 

• requires  dental  hygienists  to  earn  14  hours  of  con- 
tinuing education  (CE)  every  two  years  and  den- 
tists to  earn  20  hours  of  CE  every  two  years; 

• authorizes  the  Indiana  State  Board  of  Dental  Ex- 
aminers to  manage  the  CE  program; 

• provides  for  random  audits  and  penalties  to  en- 
sure compliance  (these  three  sections  became  ef- 
fective July  1,  1991). 

HEA  1296 

• Updates  the  definition  of  autism  to  reflect  the 
most  recent  definition  published  by  the  American 
Psychiatric  Association. 

• Effective  July  1,  1991. 

HEA  1338 

• Requires  the  Bureau  of  Motor  Vehicles  (BMV)  to 
make  available  a brochure  that  specifically  ad- 
dresses anatomical  gifts; 

• requires  the  BMV  to  orally  ask  every  driver's  li- 
cense applicant  if  they  wish  to  be  an  organ  donor; 

• allows  the  BMV  to  charge  a fee  to  cover  the  cost 
of  providing  anatomical  gift  cards; 

• allows  an  individual  who  is  younger  than  18 
years  of  age  to  make  an  anatomical  gift  with  the 
written  consent  of  the  individual's  parent  or 
guardian; 

• requires  each  anatomical  gift  card  to  be  signed  in 
the  presence  of  two  witnesses; 

• requires  the  BMV  to  make  available  employees  to 
serve  as  witnesses; 

• prohibits  the  parent  or  guardian  of  an  individual 
younger  than  18  from  serving  as  a witness  for  the 
individual; 

• provides  that  an  individual  who  is  at  least  18 
years  of  age  and  who  makes  an  anatomical  gift 
may  elect  to  make  the  gift  irrevocable  by  anyone 
except  the  individual  or  a guardian  appointed  by 
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the  individual  if  the  individual  becomes  incapaci- 
tated; 

• provides  that  the  state  and  any  health  care  pro- 
vider are  not  liable  for  damages  alleged  to  have 
occurred  as  a result  of  an  individual  making  an 
anatomical  gift. 

• Effective  July  1,  1991. 

HEA  1351 

• Expands  the  definition  of  "health  care  provider" 
in  the  medical  malpractice  law  to  include  a person 
licensed  or  authorized  to  provide  services  as  an 
ambulance  service,  a paramedic  or  an  emergency 
medical  technician. 

• Effective  July  1,  1991. 

HEA  1391 

• Mandates  day  care  centers,  child  care  institutions 
and  children's  homes  to  have  a person  who  is 
annually  certified  in  pediatric  cardiopulmonary 
resuscitation  and  pediatric  airway  obstruction  on 
duty  whenever  children  are  being  cared  for. 

• Effective  Sept.  1,  1991. 

HEA  1439 

• Prohibits  an  employer  from  requiring,  as  a condi- 
tion of  employment,  that  an  employee  or  prospec- 
tive employee  refrain  from  using  tobacco  outside 
the  workplace; 

• excludes  church-related  employers; 

• allows  employees  or  prospective  employees  to 
bring  civil  actions  against  an  employer  for  violat- 
ing this  law. 

• Effective  July  1,  1991. 

HEA  1476 

• Requires  a hearing  aid  dealer  certificate  applicant 
of  registration  to  have  a high  school  diploma  or  a 
high  school  equivalency  certificate; 

• requires  the  the  completion  of  20  hours  of  CE 
courses  before  renewing  a hearing  aid  dealer  cer- 
tificate of  registration. 

• Effective  for  registration  applications  or  renewals 
submitted  after  June  29,  1992. 

HEA  1517 

• Authorizes  the  worker's  compensation  board  to 
establish  a list  of  independent  medical  examiners 
who  will  be  responsible  for  solving  disputes  be- 
tween parties  with  regard  to  medical  treatments 
and  statuses; 

• protects  injured  workers  from  claims  by  medical 
providers  for  the  cost  of  care  that  is  administered 
in  a worker's  compensation  claim; 

• establishes  the  employer  and  the  employer's  in- 
surance company  as  the  parties  responsible  for  the 
cost  of  the  necessary  medical  treatment; 


• requires  the  worker's  compensation  board  to 
make  final  determinations  regarding  the  responsi- 
bility for  payment  of  medical  treatment. 

• Effective  July  1,  1991. 

HEA  1521 

• Allows  emergency  medical  technicians  to  admin- 
ister nonvisualized  airways; 

• defines  "first  responder"  in  the  emergency  medi- 
cal care  statute  and  authorizes  the  emergency 
medical  services  commission  to:  develop  training 
and  certification  standards  for  first  responders; 
require  certification  of  first  responders;  and  de- 
velop reciprocal  certification  training  standards 
for  individuals  who  have  received  medical  train- 
ing in  the  armed  forces; 

• provides  that  the  emergency  medical  services 
statute  and  the  rules  issued  under  the  statute  do 
not  authorize  transporting  an  individual  who 
objects  to  medical  treatment  on  religious  grounds; 

• provides  that  volunteer  fire  companies  and  volun- 
teer firefighters  are  not  required  to  be  certified 
under  the  emergency  medical  services  statute  to 
engage  in  extrication  or  rescue  services; 

• authorizes  the  emergency  medical  services  com- 
mission to  sponsor  an  annual  statewide  emer- 
gency medical  services  conference  to  provide  con- 
tinuing education  to  people  providing  emergency 
medical  services. 

• Effective  July  1,  1991. 

HEA  1566 

• Requires  the  department  of  insurance  to  develop  a 
model  Medicare  supplement  policy  including 
standard  benefits; 

• requires  Medicare  supplement  policies  issued  in 
Indiana  to  be  based  on  the  model  policy  adopted 
by  the  department  of  insurance. 

• Effective  Jan.  1,  1992. 

HEA  1603 

• Changes  references  to  the  state  civil  defense  de- 
partment to  the  state  emergency  management 
agency.  Requires  each  county  civil  defense  advi- 
sory council  to  have  seven  members  with  specific 
qualifications.  Allows  a council  the  option  to 
appoint  any  number  of  additional  members.  Re- 
quires a council  to  meet  quarterly. 

• Effective  July  1,  1991. 

HEA  1608 

• Provides  for  the  establishment  of  a not-for-profit 
corporation  named  the  Indiana  Telephone  Relay 
Access  Corporation  for  the  Hearing  and  Speech 
Impaired  (InTRAC)  to  establish,  implement  and 
administer  a statewide  dual  party  relay  services 
system  for  hearing  and  speech  impaired  people; 
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• requires  local  exchange  telephone  companies  to 
impose  a monthly  surcharge  on  its  customers' 
residential  and  business  lines  to  fund  the  dual 
party  services  system. 

• Effective  upon  passage. 

HE  A 1648 

• Eliminates  an  automatic  exemption  for 
"grandfathered"  radiation  technologists  from 
licensure; 

• allows  the  board  of  health  to  establish  a fee  for 
radiation  technologist  licenses; 

• expands  the  board  of  health's  rule-making  author- 
ity regarding  the  use  of  radiation  (these  sections 
became  effective  July  1,  1991); 

• allows  the  board  of  health  to  charge  a fee  equal  to 
the  actual  cost  of  testing  drinking  water  that  is 
sold  to  the  public  (this  section  became  effective 
Jan.  1,  1992). 

HE  A 1672 

• Renames  the  minority  or  special  education  teacher 
scholarship  program  as  the  minority  teacher  or 
special  education  services  fund; 

• includes  as  eligible  under  the  fund  individuals 
who  are  pursuing  a course  of  study  that  would 
enable  the  individual,  upon  graduation,  to  be 
certified  to  practice  occupational  therapy  or  certi- 
fied to  practice  physical  therapy  in  accredited 
Indiana  schools,  in  vocational  rehabilitation  cen- 
ters, or  in  community  mental  retardation  or  other 
developmental  disabilities  centers; 

• continues  to  place  the  priority  of  scholarships 
awarded  under  the  fund  to  minority  teacher  can- 
didates; 

• requires  occupational  or  physical  therapists  to 
agree  to  practice  occupational  or  physical  therapy 
in  any  of  the  eligible  places  of  employment  for  at 
least  three  of  the  first  five  years  following  that 
person's  certification  as  an  occupational  therapist 
or  licensure  as  a physical  therapist. 

• Effective  July  1,  1991. 

HEA  1690 

• Requires  a county  to  pay  for  the  health  care  (mi- 
nus any  insurance  or  worker's  compensation  ben- 
efits) of  a county  police  officer  or  jail  employee 
who  suffers  an  injury  or  who  contracts  an  illness 
while  performing  duties  as  an  employee. 

• Effective  only  for  injuries  and  illnesses  that  occur 
after  June  30,  1991 . 

HEA  1698 

• Allows  the  board  of  health  to  issue  civil  penalties 
against  a vendor  for  violation  of  rules  governing 
the  Women,  Infants  and  Children  nutritional  pro- 
gram (WIC); 


• permits  a maternal  and  child  health  clinic  to  apply 
for  a grant  from  the  medical  nursing  grant  fund; 

• repeals  a provision  that  requires  the  board  of 
health  to  notify  the  county  fiscal  body  of  matters 
under  the  medical  nursing  grant  fund; 

• provides  immunity  from  civil  liability  to  people 
who  make  gifts  of  food  items  to  charitable  entities 
after  June  30,  1991; 

• allows  the  board  of  health  to  test  anonymous 
waste  blood  specimens  for  research  without  ob- 
taining consent  from  the  person  from  whom  the 
specimen  was  obtained; 

• authorizes  the  release  of  medical  information  to 
the  extent  necessary  to  enforce  the  criminal  law 
forbidding  the  deliberate  donation  of  contami- 
nated blood. 

• Effective  July  1,  1991. 

HEA  1731 

• Requires  either  the  state  or  local  board  of  health, 
when  notified  by  a physician  of  a patient  who  is 
HIV  positive,  to  notify  people  who  may  be  at  risk 
of  contracting  the  disease; 

• provides  that  the  board  of  health  shall  establish  a 
confidential  registry  of  people  requesting  contact 
tracing  for  communicable  diseases; 

• allows  the  board  of  health  to  test  anonymous 
waste  blood  specimens  for  research  without  ob- 
taining consent  from  the  person  from  whom  the 
specimen  was  obtained; 

• authorizes  the  release  of  medical  information  to 
the  extent  necessary  to  enforce  the  criminal  law 
forbidding  the  deliberate  donation  of  contami- 
nated blood; 

• requires  the  board  of  health  to  develop  a registry 
for  tracking  and  follow-up  of  all  newborns  under 
the  newborn  screening  program  (these  five  sec- 
tions became  effective  July  1,  1991); 

• provides  that  a residential  facility  for  the  develop- 
mentally  disabled  is  a permitted  residential  use 
that  may  not  be  disallowed  by  a zoning  ordi- 
nance; 

• changes  the  definition  of  visual  impairment  with 
regard  to  Indiana's  blind  registry; 

• requires  the  board  of  health  to  prepare  and  pro- 
vide materials  concerning  reporting  requirements 
undei^the  blind  registry  and  services  to  people 
who  are  blind  (these  three  sections  became  effec- 
tive Jan.  1,  1992); 

• specifies  that  all  cases  of  malignant  cancer  that  are 
diagnosed  or  treated  in  Indiana  must  be  reported 
to  the  cancer  registry  (this  section  became  effec- 
tive Sept.  1,  1991); 

• removes  from  the  current  definition  of  "birth 
problem"  for  reporting  under  the  birth  problems 
registry  an  Apgar  score  between  three  and  five; 

• requires  providers  to  report  confirmed  cases  of 
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birth  problems  to  the  birth  registry  not  later  than 
60  days  after  the  birth; 

• requires  the  board  of  health  to  provide  educa- 
tional programs  for  providers  regarding  birth 
problems  registry  reporting  requirements  (these 
three  sections  became  effective  upon  passage). 

HE  A 1732 

• Allows  the  board  of  health  to  issue  emergency 
rules; 

• allows  the  health  commissioner,  in  an  individual 
capacity,  to  engage  in  the  private  practice  of 
medicine; 

• requires  the  commissioner  in  the  performance  of 
his  official  duties  to  comply  with  ethics  and  con- 
flict of  interest  statutes; 

• defines  a “local  health  department"  as  a depart- 
ment organized  by  a county  or  city  executive  with 
a board,  a health  officer  and  an  operational  staff 
to  provide  health  services  to  a county,  city  or  mul- 
tiple county  unit; 

• provides  that  a local  health  department  operates 
as  an  agency  of  local  government; 

• staggers  the  terms  for  members  of  local  boards  of 
health; 

• requires  the  county  executive  to  appoint  the  mem- 
bers of  the  local  board  of  health; 

• requires  the  local  board  of  health  to  provide  the 
board  appointing  authority  with  a list  of  five  indi- 
viduals, at  least  one  of  whom  must  be  a physi- 
cian, whenever  a board  vacancy  occurs; 

• provides  that  a local  health  officer  is  to  be  ap- 
pointed by  the  local  board  of  health  and  certified 
by  the  county  executive; 

• establishes  conditions  under  which  a local  health 
officer  may  be  removed,  including  the  condition 
that  only  the  board  that  appointed  the  health  offi- 
cer may  remove  him/her; 

• allows  a local  health  department  board  to  adopt 
personnel  policies; 

• allows  the  board  of  health  to  certify  health  care 
facilities  under  Medicaid; 

• requires  the  board  of  health's  evaluation  commit- 
tee to  study  the  statutory  and  functional  relation- 
ship of  the  board  of  health  and  local  government 
functions. 

• Effective  upon  passage. 

HE  A 1786 

• Provides  that  a volunteer  guardian  ad  litem  who 
represents  a child  in  need  of  services  or  a child  in 
custody  proceedings  must  complete  the  same 
court  approved  training  program  that  is  required 
for  a court  appointed  special  advocate; 

• provides  that  when  the  child  protection  service  is 
investigating  a report  of  child  abuse  and  the  child 
in  the  investigation  is  admitted  to  a hospital,  the 


hospital  may  not  release  the  child  until  the  hospi- 
tal receives  authorization  from  a court; 

• appropriates  funds  to  the  division  of  state  court 
administration  to  carry  out  court  appointed  spe- 
cial service  and  guardian  ad  litem  programs; 

• establishes  a child  abuse  prevention  and  treatment 
fee  of  $50  to  be  paid  by  people  who  commit  cer- 
tain violent  crimes  against  children; 

• establishes  the  domestic  violence  prevention  and 
treatment  fee  of  $50  to  be  paid  by  people  who 
commit  certain  violent  crimes  against  their  spouse 
or  former  spouse; 

• allows  the  state  treasurer  to  invest  funds  not  cur- 
rently needed  to  meet  obligations  of  the  child 
abuse  fund  and  the  domestic  violence  prevention 
and  treatment  fund  in  the  same  manner  as  other 
invested  public  funds. 

• Effective  July  1,  1991. 

HEA  1789 

• Redefines  "developmental  disability"  as  "a  severe, 
chronic  disability  of  a person  that  is  attributable  to 
a mental  impairment  or  a combination  of  mental 
and  physical  impairments  (other  than  the  sole 
diagnosis  of  mental  illness)  that  manifests  before 
the  individual  reaches  22  years  of  age,  is  likely  to 
continue  indefinitely,  reflects  the  person's  need 
for  a combination  and  sequence  of  special,  inter- 
disciplinary or  generic  care,  treatment  or  other 
services  that  are  of  lifelong  or  extended  duration 
and  are  individually  planned  and  coordinated  and 
that  results  in  substantial  limitations  in  at  least 
three  of  the  following:  self-care,  receptive  and 
expressive  language,  learning,  mobility,  self-direc- 
tion, capacity  for  independent  living  and  eco- 
nomic self-sufficiency"  (this  section  becomes  effec- 
tive July  1,  1993); 

• requires  the  governor's  planning  council  to  estab- 
lish a transition  mechanism  to  assist  individuals 
whose  eligibility  for  services  or  programs  might 
be  affected  by  the  change  in  definition; 

• authorizes  the  state  personnel  director  to  waive 
minimum  qualifications  and  examinations  for 
people  with  disabilities  who  possess  the  required 
knowledge,  skill  and  ability  to  perform  the  essen- 
tial functions  of  a merit  position  in  state  govern- 
ment, with  or  without  reasonable  accommodation; 

• establishes  a specific  procedure  for  enabling  stu- 
dents in  special  education  to  access  ongoing  adult 
services  upon  the  students'  exit  from  the  school 
program  (these  three  sections  became  effective 
July  1,  1991); 

• transfers  responsibility  for  issuing  handicapped 
parking  permits  from  the  department  of  human 
services  to  the  Bureau  of  Motor  Vehicles  (this 
section  becomes  effective  Jan.  1,  1992). 
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HE  A 1793 

• Removes  a provision  directing  the  department  of 
human  services  to  use  federal  social  services  block 
grants  for  services  that  are  not  reimbursable  un- 
der the  medical  assistance  program; 

• removes  preferences  for  home  energy  assistance 
to  low-income  elderly  people  and  people  em- 
ployed for  less  than  180  days  a year; 

• allows  a state  agency  that  has  a contract  with  an- 
other agency  to  provide  advanced  payments  of  up 
to  one-half  of  the  contract  amount; 

• changes  references  for  the  department  of  human 
services  from  "hearing  impaired"  to  "hard  of 
hearing." 

• Effective  July  1,  1991. 

HE  A 1799 

• Establishes  the  commission  for  a drug-free  Indi- 
ana; 

• provides  that  the  purpose  of  the  commission  is  to 
improve  the  coordination  of  alcohol  and  other 
drug  abuse  efforts  at  the  state  and  local  levels  to 
eliminate  duplication  of  anti-drug  efforts  while 
ensuring  comprehensive  programs  are  available 
throughout  the  state; 

• provides  that  membership  for  the  commission 
shall  be  comprised  of  20  people  who  have  distin- 
guished themselves  in  their  fields  and  who  have 
experience  or  an  interest  in  attempting  to  elimi- 
nate alcohol  and  other  drug  abuse  in  Indiana  and 
further  requires  at  least  one  member  of  the  com- 
mission to  have  experience  in  medicine. 

• Effective  July  1,  1991. 

HEA  1837 

• Provides  a method  to  increase  payments  under 
Medicaid  to  hospitals,  state  mental  health  institu- 
tions and  private  psychiatric  institutions  that 
serve  a disproportionate  share  of  indigent  people; 

• allows  the  department  of  public  welfare  to  place 
an  employee  in  disproportionate  share  hospitals 
to  determine  eligibility  and  process  claims  for  the 
Medicaid  and  hospital  care  for  the  indigent  pro- 
grams (these  two  sections  became  effective  July  1, 
1991); 

• requires  the  department  of  public  welfare  to 
amend  the  state  plan  for  medical  assistance  and 
secure  federal  approval  before  implementing  the 
disproportionate  share  program  (this  section  effec- 
tive upon  passage). 

HEA  1855 

• Increases  the  minimum  period  of  time  of  suspen- 
sion or  denial  of  a license  or  learner's  permit  for  a 
juvenile  who  commits  a delinquent  act  involving 
controlled  or  counterfeit  substances  to  six  months; 

• provides  that  the  operator's  license  and  the  motor 


vehicle  registration  of  an  adult  who  commits  any 
controlled  substance  or  counterfeit  substance  of- 
fense must  be  suspended  for  a minimum  of  six 
months; 

• provides  that  an  adult  who  is  convicted  of  a con- 
trolled or  counterfeit  substance  offense  and  who 
does  not  hold  an  operator's  license  or  a learner's 
permit  may  not  obtain  a license  or  permit  for  six 
months. 

• Effective  July  1,  1991. 

HEA  1883 

• Requires  a court  to  order  the  Bureau  of  Motor 
Vehicles  to  issue  a hardship  license  (restricted 
driving  permit)  to  a person  whose  license  has 
been  suspended  for  driving  while  intoxicated 
(DWI)  if:  The  offense  did  not  result  in  death  or 
serious  bodily  injury;  the  driving  that  resulted  in 
the  suspension  was  not  in  connection  with  the 
person's  work;  the  person  has  no  prior  DWI  con- 
victions; and  the  person  participates  in  a rehabili- 
tation program  certified  by  the  addiction  services 
division  of  the  department  of  mental  health; 

• specifies  that  the  restricted  driving  privileges  may 
not  take  effect  until  the  person's  license  has  been 
suspended  for  at  least  30  days; 

• requires  the  Bureau  of  Motor  Vehicles  to  remove 
from  a person's  official  driving  record  any  record 
of  the  person's  license  suspension  when  a driving 
while  intoxicated  action  is  terminated  in  favor  of 
the  person. 

• Effective  July  1,  1991. 

HEA  1889 

• Requires  a county  hospital  board  to  submit  a list 
of  three  qualified  candidates  to  the  appointing 
authority  when  there  is  a vacancy  on  the  board; 

• allows  the  appointing  authority  to  choose  one  of 
those  candidates  when  filling  a vacancy  on  the 
hospital  board; 

• repeals  a provision  concerning  the  appointment  of 
physicians  to  a county  hospital  medical  staff; 

• allows  a county  hospital  board  member  to  receive 
group  health  and  life  insurance  benefits  and  clari- 
fies what  constitutes  board  member  compensa- 
tion; 

• eliminates  inconsistency  for  county  hospital  capi- 
tal and  operating  loans; 

• permits  a county  hospital  to  transfer  real  property 
to  a related  or  controlled  entity  for  the  purpose  of 
constructing  a building  for  the  county  hospital; 

• grants  greater  authority  to  a city-county  hospital 
when  making  repairs  and  improvements  to  the 
hospital; 

• allows  the  board  of  trustees  of  the  health  and 
hospital  corporation  to  obtain  a loan  for  hospital 
expenses  and  secure  the  loan  with  accounts  re- 
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ceivable  or  other  security  in  hospital  funds. 

• Effective  July  1,  1991 . 

HE  A 1897 

• Continues  the  city  of  Lafayette's  part-time  health 
department  until  Jan.  1,  1993. 

• Effective  July  1,  1991. 

HEA  1915 

• Adds  a representative  from  the  Indiana  Council  of 
Community  Mental  Health  Centers  and  a repre- 
sentative from  the  Indiana  Psychological  Associa- 
tion to  the  Department  of  Public  Welfare  (DPW) 
Medicaid  Advisory  Committee; 

• provides  a payment  increase  for  hospitals  serving 
a significant  disproportionate  share  of  indigent 
patients; 

• contains  provisions  for  the  DPW  to  apply  for  fed- 
eral funds  for  a demonstration  project  for  the 
county  hospital  care  for  the  indigent  program 
(these  three  sections  became  effective  upon  pas- 
sage); 

• requires  the  DPW  to  conduct  a study  on  the  stan- 
dard of  need  for  dependent  children  and  report 
their  findings  by  Nov.  1,  1992,  (this  section  effec- 
tive July  1,  1991). 

HEA  1998 

• Changes  the  numerical  requirements  regarding 
the  professional  composition  of  a board  of  manag- 
ers of  a county  health  care  center. 

• Effective  July  1,  1991. 

HEA  2038 

• Allows  the  executive  director  of  the  health  profes- 
sions bureau  to  provide  legal  advice  to  a licensing 
board; 

• allows  a licensing  board  to  hold  a nonpublic  ex- 
ecutive session  to  prepare  and  score  licensing 
examinations; 

• allows  a licensing  board  to  employ  organizations 
to  help  with  licensing  examinations  and  to  enter 
into  a contract  with  a testing  company  to  set  the 
standards  for  review  of  the  examination; 

• establishes  the  procedure  for  a court  review  of  the 
examination  documents; 

• changes  the  name  of  the  board  of  registration  for 
professional  sanitarians  to  the  board  of  environ- 
mental health  specialists; 

• expands  licensing  boards'  authority  to  assess  fines 
against  licensees; 

• transfers  from  the  president  of  the  medical  licens- 
ing board  to  the  governor  the  authority  to  appoint 
the  membership  of  the  respiratory  care  committee; 

• specifies  expiration  dates  for  certain  licenses  and 
certificates  issued  for  health  related  professions 
(not  physicians); 
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• changes  application  procedures  for  certain  health 
related  professions  (not  physicians); 

• adds  anabolic  steroid  as  a Schedule  III  controlled 
substance; 

• allows  an  individual  who  participated  in  Opera- 
tion Desert  Storm  and  who  is  required  to  renew  a 
professional  or  occupational  license  to  apply  for  a 
renewal  license  not  later  than  180  days  after  the 
individual  returns  to  Indiana; 

• exempts  Operation  Desert  Storm  participants  from 
any  licensure  continuing  education  requirements 
for  180  days  after  completion  of  the  person's  mili- 
tary activities; 

• creates  an  11-member  board  of  funeral  and  cem- 
etery service  to  replace  the  board  of  funeral  ser- 
vice and  to  govern  seller  registration  and  adminis- 
ter a consumer  protection  fund. 

• Effective  July  1,  1991. 


Senate  enrolled  acts 

SEA  18 

• Provides  an  exception  from  licensure  to  practice 
nursing  for  people  who  act  solely  in  accordance 
with  the  practice  and  principles  of  the  Church  of 
Christ  Scientist; 

• provides  that  a sanitarium,  nursing  home  or  rest 
home  conducted  in  accordance  with  the  practice 
and  principles  of  the  Church  of  Christ  Scientist 
does  not  have  to  comply  with  any  rule  adopted 
by  the  Indiana  state  board  of  nursing,  except  for 
sanitation  and  safety  rules  and  rules  regarding 
necessary  physical  equipment. 

• Effective  July  1,  1991. 

SEA  30 

• Requires  the  department  of  public  welfare  to  seek 
approval  to  change  the  state  Medicaid  plan  to 
allow  the  waiver  of  parental  income  and  resources 
for  certain  children  who  are  eligible  for  Medicaid 
and  who  are  at  risk  of  being  institutionalized; 

• requires  the  department  of  public  welfare  to  apply 
for  a waiver  to  provide  for  home  and  community 
based  services  to  children  who  are  Medicaid  eli- 
gible and  who  are  at  risk  of  being  institutional- 
ized; 

• requires  the  budget  agency  to  annually  estimate 
the  cost  savings  to  the  department  of  mental 
health  as  a result  of  children  receiving  Medicaid 
assistance  from  the  above  waivers  and  to  transfer 
that  amount  from  the  state  mental  health  budget 
to  the  Medicaid  budget. 

• Effective  July  1,  1991. 
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SEA  31 

• Expands  the  current  statutory  definition  of  "birth 
problems"; 

• continues  the  birth  problems  registry  until  July  1, 

1993; 

• requires  physicians  and  hospitals  to  report  birth 
problems  to  the  registry  no  later  than  60  days 
after  the  birth; 

• requires  the  board  of  health  to  provide  physicians 
and  hospitals  with  the  necessary  "birth  problems" 
reporting  forms; 

• requires  the  board  of  health  to  report  to  the  legis- 
lative council  by  November  1992  regarding  pos- 
sible solutions  to  decrease  the  number  of  birth 
problems  in  the  state. 

• Effective  upon  passage. 

SEA  237 

• Repeals  the  existing  power  of  attorney  statute  and 
creates  a new  article  concerning  powers  of  attor- 
ney; 

• specifies  the  duties,  liabilities  and  presumptions 
concerning  powers  of  attorney  including  the  abil- 
ity to  make  health  care  decisions; 

• specifies  that  the  duties  of  an  attorney  in  fact  to 
make  health  care  decisions  for  an  individual  en- 
compass the  ability  to  decide  whether  or  not  to 
withdraw  life-sustaining  procedures  including 
nutrition  and  hydration; 

• clarifies  that  nothing  in  this  law  may  be  construed 
as  allowing  euthanasia; 

• cross-references  Indiana's  living  will  and  health 
care  consent  laws. 

• This  law  affects  all  powers  of  attorney  created 
after  July  1,  1991 . 

SEA  281 

• Allows  optometrists  to  prescribe  all  legend  drugs 
(excluding  controlled  substances)  used  within  the 
scope  of  their  practice  until  July  1,  1992; 

• creates  the  Indiana  Optometric  Legend  Drug  Pre- 
scription Advisory  Committee,  comprised  of  two 
optometrists,  one  physician,  one  pharmacist  and 
one  pharmacologist  to  determine  which  legend 
drugs  optometrists  may  prescribe; 

• empowers  the  committee  to  determine  which 
drugs  optometrists  may  prescribe  "dependently," 
meaning  that  the  optometrist  must  notify  or  con- 
sult with  the  patient's  physician  regarding  drugs 
that  have  been  prescribed  by  the  optometrist,  and 
those  drugs  that  may  be  prescribed  by  the  optom- 
etrist "independently,"  without  having  to  notify 
the  patient's  physician  which  drugs  have  been 
prescribed; 

• requires  the  committee  to  determine  which  drugs 
optometrists  must  notify  physicians  they  have 
prescribed  and  which  drugs  optometrists  must 


consult  physicians  about  before  the  optometrist 
prescribes  them; 

• allows  optometrists  to  prescribe  "dependent" 
drugs  without  consulting  with  or  notifying  a phy- 
sician if  a patient  indicates  that  he/she  has  no 
physician  and  the  optometrist  notes  that  in  the 
patient's  record; 

• requires  optometrists  to  be  certified  by  the  Indi- 
ana Board  of  Pharmacy  to  administer,  dispense  or 
prescribe  drugs  after  July  1,  1992; 

• requires  the  committee  to  establish  continuing 
education  requirements  for  optometrists  who  wish 
to  renew  their  prescribing  certificate; 

• makes  it  a class  A misdemeanor  to  violate  this 
law; 

• allows  a pharmacy  to  remain  open  to  the  public 
when  a pharmacist  is  not  on  duty  if  all  legend 
drugs  and  other  merchandise  are  secured  either 
by  a lock  or  other  method  approved  by  the  phar- 
macy board  (these  nine  sections  became  effective 
July  1,  1991); 

• specifies  the  types  of  pharmacy  permits  that  may 
be  issued  by  the  pharmacy  board  (this  section 
becomes  effective  Jan.  1,  1992). 

SEA  283 

• Raises  the  maximum  amount  of  nonmedical  assis- 
tance paid  for  a person  receiving  residential  care 
assistance  to  52%,  from  the  current  level  of  50%, 
of  the  rate  paid  to  intermediate  care  facilities; 

• requires  county  homes  and  residential  care  facili- 
ties that  receive  state  funds  to  file  operation  cost 
reports  with  the  department  of  public  welfare; 

• requires  the  department  of  public  welfare  to  re- 
view the  reports  and  submit  modified  reimburse- 
ment rates  to  the  budget  agency. 

• Effective  July  1,  1991. 

SEA  295 

• Requires  that  insurers  offer  to  provide  coverage 
for  breast  cancer  screening  mammography  in  any 
accident  and  sickness  insurance  policy  that  the 
insurer  offers  in  Indiana; 

• establishes  standard  coverage  and  reimbursement 
requirements  for  mammography  procedures; 

• requires  the  board  of  health  to  adopt  rules  con- 
cerning the  quality  of  mammographies; 

• amends  a law  enacted  in  1990  such  that  an  insurer 
cannot  be  mandated  to  provide  any  new  types  of 
health  care  coverage  unless  the  mandate  applies 
equally  to  employee  welfare  benefit  plans  estab- 
lished in  the  federal  Employee  Retirement  Income 
Security  Act.  (This  federal  act  allows  employers 
to  self  insure  and  further  allows  them  to  be  ex- 
empt from  having  to  provide  any  state  mandated 
health  care  benefits.) 

• This  act  applies  to  insurance  policies  that  are  is- 
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sued  or  renewed  after  June  30,  1991. 

SEA  405 

• Creates  the  division  of  child  care  services  within 
the  department  of  human  services; 

• transfers  child  care  licensing  responsibilities  from 
the  state  department  of  public  welfare  and  the 
board  of  health  to  the  division  of  child  care  ser- 
vices; 

• designates  the  department  of  human  services  as 
the  state  agency  responsible  for  administering 
funds  under  Title  IV-A  of  the  Social  Security  Act 
and  the  federal  Child  Care  Development  Block 
Grant; 

• establishes  the  comprehensive  early  childhood 
grant  program  to  provide  financial  assistance  and 
other  incentives  to  early  childhood  program  pro- 
viders to  implement,  coordinate  and  monitor  early 
childhood  programs. 

• Effective  July  1,  1991. 

SEA  460 

• Allows  the  board  of  health  to  notify  the  adminis- 
trator of  a hospital  before  an  annual  licensure 
inspection  of  the  hospital; 

• specifies  that  the  executive  board  of  the  board  of 
health  rather  than  the  health  facility  council  has 
rule  waiver  authority  for  a hospital  based  long- 
term care  facility  provided  that  the  waiver  does 
not  adversely  affect  the  facility's  residents. 

• Effective  July  1,  1991. 


• authorizes  the  insurance  commissioner  to  impose 
a civil  penalty  upon  insurers  or  agents  who  vio- 
late these  laws. 

• Effective  July  1,  1991. 

SEA  549 

• Licenses  wholesale  legend  drug  distributors; 

• requires  the  Indiana  Board  of  Pharmacy  to  adopt 
rules  in  compliance  with  federal  guidelines  con- 
cerning the  licensure  of  drug  distributors; 

• establishes  qualifications  for  licensure,  penalties 
and  sanctions; 

• allows  for  licensure  reciprocity  with  other  states. 

• Effective  upon  passage. 

SEA  566 

• Prohibits  a nursing  home  from  transferring  or 
discharging  a resident  except  in  the  interest  of  the 
welfare  and  safety  of  the  transferring  resident  or 
other  residents  or  if  the  resident  has  after  reason- 
able and  appropriate  notice  failed  to  pay  the  facil- 
ity for  services  rendered; 

• requires  notification  of  the  impending  transfer  be 
made  to  interested  parties; 

• establishes  an  appeal  process; 

• calls  for  the  board  of  health  to  adopt  rules  con- 
cerning the  transfer  process; 

• prohibits  a facility  from  involuntarily  transferring 
a resident  within  a facility  unless  the  resident  is 
given  two  days  notice. 

• Effective  upon  passage. 


SEA  466 

• Requires  the  department  of  insurance  under  the 
Indiana  long-term  care  program  to  provide  coun- 
seling services  to  people  who  are  planning  their 
long-term  care  needs; 

• requires  all  state  agencies  when  determining  an 
individual's  eligibility  for  long-term  care  assis- 
tance, including  medical  assistance,  to  increase  the 
amount  of  assets  that  the  individual  may  retain  by 
one  dollar  for  each  dollar  of  benefits  paid  out  by 
the  individual's  long-term  care  insurance  policy; 

• requires  the  department  of  insurance  to  adopt 
rules  on  marketing  practices,  agent  continuing 
education,  reporting  practices  and  penalties  with 
regard  to  long-term  care  insurance; 

• restricts  an  insurer's  latitude  to  exclude  coverage 
under  a long-term  care  policy  due  to  a pre-exist- 
ing condition; 

• requires  the  insurer  at  the  time  of  initial  solicita- 
tion to  provide  all  prospective  applicants  with  an 
outline  of  the  coverage  provided  by  a long-term 
care  policy  and  a summary  of  the  coverages  pro- 
vided when  the  policy  is  purchased; 

• establishes  rules  regarding  the  payment  of  sales 
commissions  for  long-term  care  insurance; 
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SEA  617 


Reorganizes  health  and  human  service  programs 
provided  by  the  following  state  agencies:  depart- 
ment of  public  welfare;  department  of  mental 
health;  department  of  human  services; 
renames  the  department  of  public  welfare  the 
''division  of  family  and  children,"  the  department 
of  mental  health  the  "division  of  mental  health" 
and  the  department  of  human  services  the  "divi- 
sion of  aging  and  rehabilitative  services"; 
excludes  the  board  of  health  from  the  reorganiza- 
tion, but  does  rename  the  board  the  "department 
of  health"  (these  three  sections  become  effective 
Jan.  1,  1992); 

establishes  the  office  of  the  secretary  of  family  and 
social  services  who  will  be  responsible  for  coordi- 
nating family  and  social  service  programs  deliv- 
ered by  the  state  agencies; 

requires  the  secretary  and  the  commissioner  of  the 
department  of  health  to  cooperate  in  the  coordina- 
tion of  family  and  social  service  programs  with 
related  programs  offered  by  the  department  of 
health; 

establishes  the  following  four  offices  within  the 
office  of  the  secretary  to  assist  the  secretary:  the 
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office  of  administration;  the  office  of  information 
technology  services;  the  office  of  Medicaid  policy 
and  planning;  and  the  office  of  planning,  innova- 
tion and  federal  relations; 

• transfers  the  responsibility  for  the  Medicaid  pro- 
gram from  the  state  department  of  public  welfare 
to  the  office  of  Medicaid  policy  and  planning; 

• creates  the  Family  and  Social  Services  Advisory 
Commission  to  advise  the  secretary  on  policy, 
comprehensive  planning  and  coordination  of  fam- 
ily and  social  services  programs; 

• establishes  an  advisory  council  for  each  of  the 
three  new  divisions; 

• provides  that  the  newly  established  administrative 
structure  and  the  newly  organized  divisions  ex- 
pire July  1,  1995; 

• requires  that  an  audit  of  the  administrative  struc- 
ture and  the  divisions  occur  before  July  1,  1995,  to 
determine  whether  they  should  expire  after  July  1, 
1995,  or  if  they  should  continue  (these  eight  sec- 
tions became  effective  July  1,  1991); 

• establishes  a committee  to  study  the  long-term 
needs  of  people  with  developmental  disabilities 
and  mental  illness; 

• requires  membership  of  the  committee  to  include: 
a)  a labor  union  representative;  b)  a consumer 
representative  of  the  mentally  ill  population;  c)  a 
consumer  representative  of  the  developmentally 
disabled  population;  d)  a parent  representative  of 
the  mentally  ill  population;  e)  a parent  representa- 
tive of  the  developmentally  disabled  population; 
f)  a provider  representative  of  the  mentally  ill 
population;  g)  a provider  representative  of  the 
developmentally  disabled  population;  h)  a repre- 
sentative of  state  hospital  administration;  i)  an 
advocate  for  people  with  mental  illness;  and  j)  an 
advocate  for  people  with  developmental  disabili- 
ties; 

• charges  this  committee  to  study  the  cost  of  operat- 
ing state  hospitals,  new  uses  for  Medicaid  fund- 
ing, how  individuals  access  the  health  care  sys- 
tem, the  use  of  cooperative  agreements  between 
state  agencies  and  community  providers  and  is- 
sues surrounding  union  workers; 

• requires  the  committee  to  report  its  findings  to  the 
governor  by  Nov.  2,  1993  (these  four  sections  be- 
came effective  June  1,  1991). 


these  relatives  may  recover  damages  for  grief  and 
loss  of  society,  companionship,  guidance,  love 
and/or  affection. 

House  Bill  1109 

Authors:  Donaldson  and  Brown 

Digest:  Prohibited  smoking  in  all  areas  of  hospitals 
and  health  facilities.  (The  Joint  Commission  on 
Accreditation  of  Health  Organizations  will  pro- 
hibit smoking  in  facilities  beginning  January 
1992.) 

House  Bill  1131 

Author:  Hayes 

Digest:  Would  have  allowed  a person  to  decide 

whether  or  not  they  want  to  exclude  nutrition  and 
hydration  as  a life-prolonging  procedure  when 
preparing  a living  will. 

1 louse  Bill  1203 

Authors:  Kearns,  R.  Hayes,  Kruzan  and  Keeler 

Digest:  In  its  original  form,  this  bill  would  have  pro- 
hibited the  solicitation  of  a person  younger  than 
18  years  of  age  for  the  purpose  of  providing  legal 
or  medical  services. 

House  Bill  1326 

Authors:  Kearns,  Brown,  Fox  and  Bayliff 

Digest:  Attempted  to  establish  guidelines  for  drug 
testing  in  the  workplace.  Sought  to  prohibit  ran- 
dom drug  testing  and  drug  testing  of  applicants. 

House  Bill  1348 

Author:  Day 

Digest:  Sought  to  prohibit  corporal  punishment  in 
public  schools. 

House  Bill  1441 

Author:  Smith,  V. 

Digest:  Would  have  provided  that  an  adult  who  per- 
mits a child  to  obtain  possession  or  control  of  a 
firearm  on  the  premises  of  or  in  the  adult's  prop- 
erty or  vehicle  commits  a class  A misdemeanor. 
Enhanced  the  offense  to  a class  D felony  if  the 
child's  possession  or  control  of  the  firearm  re- 
sulted in  serious  bodily  injury  to  or  the  death  of 
any  individual. 


1991  legislative  morgue 


House  Bill  1090 

Authors:  Villalpando,  Gregg,  Alderman  and  Cottey 
Digest:  The  "wrongful  death"  bill  would  have  pro- 
vided that  certain  relatives  regardless  of  depen- 
dency of  a decedent  may  recover  certain  damages 
in  a wrongful  death  action.  Also  provided  that 


House  Bill  1503 

Authors:  Kromkowski  and  Mock 
Digest:  Would  have  allowed  employers  to  permit 
injured  employees  to  be  treated  by  a chiropractor 
under  the  workers  compensation  law. 


House  Bill  1613 
Authors:  Nelson  and  Grubb 

Digest:  Would  have  allowed  a physician  to  test  for 
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HIV  without  the  patient's  specific  informed  con- 
sent. 

House  Bill  1824 

Author:  Carmichael 

Digest:  Sought  to  prohibit  discrimination  against  a 
person  who  has  an  HIV  infection  or  is  perceived 
to  have  an  HIV  infection  in  the  areas  of  employ- 
ment, health  care  and  health  insurance.  Provided 
that  a person  who  discriminated  against  an  indi- 
vidual with  HIV  can  be  fined  up  to  $10,000  a day. 
Further  provided  that  physicians  must  provide 
health  care  to  a person  with  HIV  unless  the  physi- 
cian does  not  have  the  skill  or  training  to  provide 
effective  care. 

House  Bill  1835 

Author:  Bayliff 

Digest:  Sought  to  differentiate,  for  the  purposes  of  the 
medical  malpractice  law,  between  medical  mal- 
practice and  medical  negligence.  Defined  medical 
negligence  as  the  failure  to  do  what  a reasonably 
careful  and  prudent  health  care  provider  would 
have  done  under  the  same  or  similar  circum- 
stances. Defined  medical  malpractice  as  a course 
of  action  showing  an  actual  or  deliberate  intention 
to  cause  injury  to  the  patient  or  an  utter  indiffer- 
ence to  or  a conscious  disregard  for  the  safety  of 
the  patient.  Provided  that  a settlement  or  entry  of 
judgment  for  negligence  may  not  be  considered  as 
a matter  for  consideration  by  the  appropriate  pro- 
fessional board  and  may  not  be  considered  as 
having  a bearing  on  the  health  care  provider's 
fitness  to  practice. 

House  Bill  1898 

Author:  Brown 

Digest:  Would  have  created  a universal  system  of 
health  insurance  to  provide  primary  coverage  to 


every  resident  in  Indiana.  Consequently,  would 
have  made  health  insurance  contracts  entered  into 
after  Dec.  31,  1993,  unenforceable. 

House  Bill  1997 

Authors:  Dvorak  and  Bayliff 

Digest:  Would  have  allowed  a claimant  who  has  filed 
a malpractice  claim  with  the  department  of  insur- 
ance to  also  file  an  action  against  the  provider  in 
court  before  the  medical  review  panel  had  ren- 
dered its  opinion  on  the  claim. 

Senate  Bill  166 

Authors:  Wyss  and  Maidenberg 

Digest:  Sought  to  reduce  from  0.10%  to  0.08%  the 
percentage  of  alcohol  by  weight  in  a person's 
blood  that  is  necessary  to  constitute  prima  facie 
evidence  of  intoxication  in  a prosecution  for  oper- 
ating a motor  vehicle  or  watercraft  while  intoxi- 
cated. 

Senate  Bill  235 

Authors:  Landske,  Lewis,  Gard,  Doll,  Antich,  Breaux, 
Server  and  Soards 

Digest:  Sought  to  amend  the  definition  of  "life-pro- 
longing  procedure"  regarding  living  wills  to  in- 
clude nutrition  and  hydration. 

Senate  Bill  257 

Author:  Hellmann 

Digest:  Attempted  to  apply  the  law  on  prejudgment 
interest  to  awards  from  the  Patients  Compensa- 
tion Fund. 

Senate  Bill  404 

Authors:  Sinks  and  Gery 

Digest:  Provided  for  certification  of  professional 

counselors  to  diagnose  and  treat  mental  disorders. 
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Dependent  children 
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Continuing  care  contacts 


Kete  Cockrell,  M.D. 

Plainfield,  Ind. 

w ritten  contracts  between 
a physician  recovering  from  an 
impairing  disease  and  an  estab- 
lished physician  assistance  pro- 
gram are  used  to  support  and 
document  recovery.  Treatment 
contracts  designed  to  assure 
completion  of  adequate  diagnostic 
assessment  and  treatment  are 
sometimes  executed  before  the 
physician  enters  treatment.  How- 
ever, continuing  care  contracts,  as 
the  name  implies,  are  made  after  a 
physician  has  finished  the  initial 
phase  of  treatment. 

Some  physician  assistance 
committees  require  minimal  diag- 
nostic procedures  and/or  treat- 
ment before  entering  into  a con- 
tractual agreement  with  a physi- 
cian. Sometimes  an  outpatient 
assessment  by  a member  of  the 
committee  is  the  only  prerequisite 
to  contracting.  Proponents  of  this 
approach  believe  that  identifying 
the  impaired  physician  and  "set- 
ting him  up"  to  be  caught  when 
he  fails  to  satisfactorily  progress 
in  recovery  justifies  this  approach. 

This  approach  forces  commit- 
tee members  to  function  as  inter- 
veners, diagnosticians,  therapists, 
monitors  and  advocates.  The 
ISMA  Physician  Assistance  Pro- 
gram (PAP)  experience  indicates 
that  it  is  impossible  to  be  an  effec- 
tive monitor  or  advocate  if  one 
has  been  involved  in  the  diagnosis 
or  treatment  process.  Most  state 
physician  health  programs  have 
had  experience  similar  to  the 
ISMA's. 

Implementing  policies  reflect- 
ing its  experience,  the  ISMA  PAP 
engages  in  pre-assessments  and 
interventions.  Making  the  physi- 
cian and  his  family  aware  that  he 
is  exhibiting  behavior  suggesting 


impairment  is  the  first  step  in  this 
process.  Once  an  awareness  has 
been  achieved,  a comprehensive 
diagnostic  work-up  is  indicated  to 
determine  if  a disease  is  respon- 
sible for  his  aberrant  behavior. 

The  physician  is  requested  to  im- 
mediately enter  an  ISMA  PAP- 
approved  facility  for  an  inpatient 
assessment.  Further,  he  agrees  to 
comply  with  resulting  treatment 
recommendations. 

Requiring  that  assessment  and 
treatment  be  completed  at  a center 
specializing  in  treating  physicians 
enhances  the  physician's  chances 
for  recovery  by  at  least  40%,  as 
opposed  to  assessment  and  treat- 
ment at  non-specialized  centers. 
Referring  the  physician  for  assess- 
ment removes  ISMA  program 
personnel  from  the  diagnosis  and 
treatment  process  and  alleviates 
the  possibility  of  commission 
members  or  program  personnel 
being  accused  of  economic  or 
other  ulterior  motives.  Since 
someone  else  assumes  the  respon- 
sibility for  diagnosis  and  treat- 
ment, the  resentment  felt  by  phy- 
sicians, family  members  and  asso- 
ciates toward  these  individuals  is 
not  directed  at  ISMA  PAP  person- 
nel. Freed  from  this  resentment, 
commission  members  and  pro- 
gram personnel  can  support, 
monitor  and  advocate  efficiently. 

Once  the  physician  has  com- 
pleted recommended  treatment, 
he  is  eligible  to  enter  a continuing 
care  contractual  agreement  with 
the  ISMA  PAP.  Contractual  effec- 
tiveness is  influenced  by  the  accu- 
racy of  diagnosis  and  treatment; 
timeliness  of  execution;  thorough- 
ness of  "standard  clauses";  com- 
pleteness of  "individualized 
clauses";  and  the  amount  of  pro- 
fessionalism applied  to  monitor- 
ing activities. 

A continuing  contract  cannot 
be  developed  without  an  accurate 


diagnosis  and  continuing  treat- 
ment recommendations  from  the 
primary  treatment  team.  A repu- 
table treatment  program  usually 
documents  these  in  a written  Con- 
tinuing Care  Plan  that  is  furnished 
to  the  physician  at  the  completion 
of  treatment.  With  the  physician's 
permission,  a copy  of  this  plan  is 
forwarded  to  the  ISMA  PAP.  Ob- 
viously, a physician  suffering 
from  a primary  psychiatric  im- 
pairment would  not  be  required 
to  attend  Twelve  Step  meetings  as 
part  of  his  continued  recovery. 
Conversely,  a physician  suffering 
from  a primary  chemical  depen- 
dency impairment  would  not  be 
required  to  see  a psychiatrist  for 
continued  care.  Urine  drug 
screens  would  be  mandatory  for 
the  chemically  dependent  but  not 
the  psychiatric  patient.  Without 
access  to  the  Continuing  Care 
Plan,  there  would  be  no  medical 
justification  for  contract  terms. 

Accessing  the  Continuing 
Care  Plan  allows  the  ISMA  PAP 
to  enter  into  a contract  with  a 
physician  as  soon  as  treatment  has 
been  completed.  The  immediate 
post-treatment  period,  when  phy- 
sicians are  attempting  to  re-enter 
the  mainstream  of  life  after  spend- 
ing a considerable  period  of  time 
in  a protected  treatment  environ- 
ment, is  a high-risk  time  for  re- 
lapse. Entering  into  the  ISMA 
PAP  at  the  time  of  discharge  from 
treatment  frequently  furnishes  the 
physician  with  the  extra  support 
necessary  to  maintain  recovery 
and  complete  the  transition  into 
mainstream  living.  Additionally, 
recovery  monitoring  must  be  un- 
interrupted and  documented  to 
facilitate  credible  advocacy. 

Contractual  terms  explaining 
necessary  recovery  practices  give 
the  physician  continued  support 
assuring  some  protection  from 
relapse.  Terms  should  be  medi- 
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cally  and/or  legally  indicated  but 
not  punitive  or  burdensome.  Cer- 
tain standard  clauses  should  be 
included  in  all  contracts. 

Examples  of  standard  clauses 
are:  State  the  term  of  the  contract 
(usually  two  years  initially);  rene- 
gotiate contract  90  days  before 
expiration;  admit  impairing  diag- 
nosis; name  a primary  treating 
physician  with  permission  for 
ISMA  PAP  personnel  to  discuss 
any  prescribed  medications  with 
the  physician  before  the  recover- 
ing physician  takes  the  medica- 
tion; identify  a monitoring  physi- 
cian in  the  recovering  physician's 
geographical  area;  consent  to  pro- 
duce urine  (or  other  bodily  fluids) 
on  request  of  the  ISMA  PAP  or 
other  designated  personnel  within 
six  hours  of  the  request;  be  avail- 
able through  telephone  or  pager 
24  hours  a day  to  accept  requests 
for  urine  drug  screen  and/or 
blood  alcohol  level  unless  prior 
notification  has  been  given  the 
ISMA  PAP  personnel;  consent  for 
the  ISMA  PAP  to  furnish  the  Indi- 
ana Medical  Licensing  Board,  the 
Drug  Enforcement  Agency,  hospi- 
tal staffs  or  others  all  available 
documents  if  the  recovering  phy- 
sician fails  to  progress  satisfacto- 
rily in  recovery;  and  all  expenses 
relative  to  treatment  and  monitor- 
ing, including  urine  drug  screens 
and  blood  alcohol  levels,  are  the 
responsibility  of  the  recovering 
physician. 

In  addition  to  the  standard 
clauses,  each  contract  will  require 
special  clauses  usually  suggested 
in  the  continuing  care  plan.  Some 
examples  of  special  clauses  in- 
clude: Identifying  the  number  of 
Twelve  Step  and/or  Caduceus 
meetings  to  be  attended  per  week; 
receiving  marital  and  group  or 
individual  counseling;  limiting 


DEA  privileges;  limiting  number 
of  hours  per  week  the  recovering 
physician  can  work  or  be  on  call; 
restricting  type  of  practice;  alter- 
ing work  environment,  concerning 
such  factors  as  drug  samples  and 
narcotic  supplies;  stating  psychiat- 
ric consultation  frequency  and 
duration;  residing  in  a half-way 
house  for  a period  of  time;  and 
refraining  from  the  practice  of 
medicine  for  a period  of  time. 

Regardless  of  how  thorough 
and  complete  the  standard  and 
special  clauses  are  formulated,  the 
contract  is  ineffective  unless  moni- 
toring practices  are  professionally 
executed.  For  example,  urine 
screens  cannot  be  performed  ran- 
domly if  the  physician  is  not  re- 
quired to  be  available  at  all  times 
unless  he  or  she  notifies  ISMA 
PAP  personnel  before  an  absence. 
If  the  approved  urine  collection 
laboratory  is  not  open  after  5 p.m. 
or  on  weekends,  the  system  is 
unsatisfactory.  If  the  record  indi- 
cates that  for  the  last  six  months 
random  urine  screens  have  been 
done  every  Tuesday  and  Thurs- 
day, the  system  is  inadequate. 
Reports  of  meeting  attendance 
and  therapy  sessions  required 
from  the  recovering  physician 
must  be  received  promptly  and 
filed  in  the  patient's  permanent 
file.  Failure  to  submit  reports  on 
time  or  incomplete  reports  require 
action  by  monitoring  personnel. 
Failure  to  act  negates  contractual 
effectiveness  and  detracts  from 
overall  program  credibility. 

The  ISMA  PAP  stresses  that 
continuing  care  monitoring 
should  be  offered  a recovering 
physician  only  after  he  has  been 
thoroughly  evaluated,  diagnosed 
and  treated  by  a center  specializ- 
ing in  the  treatment  of  physicians. 
Following  these  principles,  a 


physician's  chances  of  recovery 
are  about  40%  greater  than  a phy- 
sician treated  by  non-specialized 
centers  or  physicians  not  moni- 
tored by  a physician  assistance 
program  after  treatment. 

If  ISMA  PAP  personnel  inter- 
vene with  a physician  suspected 
of  impairment  and  the  physician 
refuses  assessment  and  treatment, 
the  statutes  of  Indiana  require  that 
the  ISMA  PAP  report  this  person 
to  the  medical  licensing  board  for 
further  evaluation  and  possible 
action.  Action  by  the  licensing 
board  frequently  results  in  the 
physician's  receiving  appropriate 
treatment.  Placing  such  an  indi- 
vidual under  contract  as  a set-up 
to  catch  him  when  he  fails  not 
only  enables  the  sick  physician  to 
get  sicker  but  compromises  the 
credibility  of  all  physician  assis- 
tance programs  and  propagates 
accusations  of  a cover-up.  Execut- 
ing set-up  contracts  deprives  the 
impaired  physician  of  the  oppor- 
tunity to  be  properly  diagnosed 
and  treated. 

The  ISMA  PAP  has  restricted 
its  services  to  pre-assessment, 
intervention,  monitoring  and  ad- 
vocacy. Further  involvement, 
including  diagnosis  and  treat- 
ment, is  counter-productive  for 
the  program,  program  personnel 
and  participants. 

Sample  continuing  care  con- 
tracts are  available  from  Candace 
Backer  at  the  ISMA,  (317)  261-2060 
or  1-800-969-7545.  We  are  avail- 
able to  assist  in  developing  con- 
tract terms  for  individual  cases  at 
your  request.  □ 

The  author  is  medical  consultant 
to  the  ISMA  Physician  Assistance 
Program. 
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■ about  the  artist 


Betty  C.  Boyle,  whose  work 
appears  on  this  month's  cover, 
has  lived  in  Columbus,  Ind.,  since 
she,  her  husband  and  the  four 
youngest  of  their  10  children 
settled  there  in  1979.  Her  cover 
work  is  a watercolor  print  titled 
"Capitol  City." 

She  is  a native  of  New  York, 
where  she  was  a commercial  artist 
five  years  before  taking  time  out 
to  raise  a family.  During  those 
years,  her  interest  in  the  fine  arts 
developed,  and  she  began  exhibit- 
ing after  she  moved  to  the  Chi- 
cago area.  When  her  family 
moved  to  Indianapolis  in  1968, 
she  continued  exhibiting  and 
taught  art  classes  when  her 
youngest  child  started  school.  For 


three  years,  she  worked  with  the 
Metropolitan  Arts  Council  of  In- 
dianapolis as  a watercolorist. 

She  has  won  several  awards, 
and  her  work  has  been  displayed 
at  numerous  shows  and  exhibits 
in  Florida,  Illinois,  Indiana,  Ken- 
tucky, New  Jersey,  New  York, 
Oklahoma  and  Washington,  D.C. 
She  is  represented  at  Brown 
County  (Ind.)  Art  Gallery;  Arnold 
Gallery  in  Marblehead,  Mass.; 
rental  galleries  of  the  Indianapolis 
Museum  of  Art,  Fort  Wayne  Mu- 
seum of  Art,  J.B.  Speed  Museum 
in  Kentucky  and  other  galleries  in 
Indianapolis,  Carmel  and  Colum- 
bus, Ind.  Her  studio,  Grandview 
Lake  Studio,  is  in  Columbus. 

Lincoln  National  Corp.  of  Fort 
Wayne  commissioned  Mrs.  Boyle 


to  commemorate  its  sponsorship 
of  the  1991  PGA  Championship  at 
Crooked  Stick  Golf  Club  in 
Carmel  with  a watercolor  print  of 
the  sixth  hole.  The  Ronald 
McDonald  House  in  Indianapolis 
also  commissioned  her  to  do  a 
piece,  which  she  titled  "City 
Rain." 

Her  works  currently  are  dis- 
played at  several  physicians'  and 
dentists'  office,  the  University 
Place  Conference  Center  and  the 
L.S.  Ayres  store  at  Lafayette 
Square,  all  in  Indianapolis. 

The  cover  print  is  available  at 
the  Indianapolis  City  Center  and 
several  Indianapolis  area  frame 
shops.  □ 
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Look-alike  and  sound-alike  drug  names 


Benjamin  Teplitsky,  R.  Ph. 
Brooklyn,  N.Y. 


Category: 
Brand  name: 
Generic  name: 
Dosage  forms: 

Category: 

Brand  name: 
Generic  name: 
Dosage  forms: 

V 


METHICILLIN 

Antibiotic 
Staphcillin,  Bristol 
Methicillin  sodium 
Powder  for  injection 

ANISTREPLASE 

Thrombolytic  enzyme 

Eminase,  Beecham 
Anistreplase 
Powder,  lyophilized 


MEZLOCILLIN 

Antibiotic 

Mezlin,  Miles  Pharm. 
Mezlocillin  sodium 
Powder  for  injection 

ALTEPLASE 

Tissue  plasminogen 
activator 

Activase,  Genentech 
Alteplase,  recombinant 
Lyophilized  powder  for 
injection 


l_/ook-alike  and  sound-alike 
drug  names  can  be  misinterpreted 
by  a nurse  reading  doctors'  orders 
or  by  a pharmacist  compounding 
physicians'  prescriptions. 

Such  misunderstandings  can 
result  in  the  administration  of  a 
drug  not  intended  by  the  pre- 
scriber.  Awareness  of  such  look- 
alike  and  sound-alike  drug  names 
can  reduce  potential  errors.  □ 
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Effective  July  1,  1991,  I re- 
signed  my  positions  as  director/ 
curator  of  the  Indiana  Medical 
History  Museum  and  medical 
research  historian  at  the  Indiana 
Historical  Society  to  accept  a posi- 
tion as  the  assistant  director  of 
marketing  and  communications  at 
the  Indiana  University  Center  on 
Philanthropy.  My  decision  to 
leave  the  museum  was  a difficult 
one.  I leave  with  feelings  of  both 
happiness  and  sadness.  I am 
happy  to  accept  a position  that 
will  offer  me  tremendous  poten- 
tial for  personal  and  professional 
growth.  I am  sad  to  leave  the 
museum  and  my  friends  and  ac- 
quaintances within  the  medical 
community. 

For  the  past  nine  years,  the 
position  I held  at  the  museum 
was  shared  with  the  Indiana  His- 
torical Society.  The  structure  of 
the  position  allowed  the  Indiana 
Medical  History  Museum  the  op- 
portunity to  hire  a professional 
museum  curator.  However,  over 
the  past  several  years,  the  mu- 
seum has  grown,  making  a full- 
time staff  person  necessary.  With 
my  resignation,  the  board  of  di- 
rectors decided  to  hire  a full-time 
director  and  retain  a part-time 
assistant.  This  decision  will  allow 
the  museum  to  be  more  accessible 
to  the  public.  The  institution  is 
now  open  only  two  afternoons  per 
week  and  by  appointment. 

With  the  support  of  the  board 
of  directors  and  the  medical  com- 
munity, the  museum  has  made 
tremendous  progress.  For  many 
years,  change  (let  alone  progress) 
at  the  museum  seemed  impercep- 
tible. Yet,  laying  the  groundwork 
for  an  organization  is  a slow  and 
often  thankless  task.  In  the  last 


two  years,  that  groundwork  has 
proven  fruitful. 

Until  this  past  year,  most 
open  days  at  the  museum  were 
quiet.  Occasionally,  a scheduled 
group  would  tour  the  museum, 
but  the  drop-in  visitor  was  rare 
indeed.  Today,  the  situation  is 
quite  different.  Wednesday  and 
Friday  afternoons  are  typically 
hectic  at  the  museum  as  a small, 
yet  steady  stream  of  drop-in  visi- 
tors tours  the  museum.  The  num- 
ber of  tour  groups  is  up,  too,  and 
the  demand  for  tours  during  the 
non-open  hours  has  grown.  These 
groups  include  medical  students, 
nursing  students,  community 
groups  and  an  ever-increasing 
number  of  school  groups. 

Many  are  lured  to  the  mu- 
seum by  exhibits  in  the  changing 
exhibit  gallery.  During  their  visit, 
they  see  not  only  the  exhibits,  but 
one  of  the  most  remarkable  his- 
torical buildings  in  the  nation. 
Visitors  tell  their  friends  what 
they  saw,  resulting  in  yet  more 
visitors  to  the  museum. 

Press  coverage  of  the  facility 
has  improved  and  increased.  The 
museum  was  often  viewed  bv  the 
press  as  an  oddity.  Coverage 
frequently  focused  on  the  maca- 
bre. Today,  the  press  views  the 
organization  as  a legitimate  mu- 
seum. For  the  past  three  months, 
the  museum's  "Great  Medical 
Discoveries"  exhibit  has  been 
listed  in  The  Indianapolis  Star's 
"Let's  Go"  column. 

The  Indianapolis  Visitors  and 
Convention  Bureau  has  taken 
special  interest  in  the  museum, 
promoting  it  to  medical  groups 
who  have  held  meetings  in  the 
city.  One  travel  writer  recently 
told  me  that  a bureau  representa- 
tive said  if  he  visited  one  museum 


in  Indianapolis  it  should  be  the 
Indiana  Medical  History  Museum. 
The  press  coverage  is  not  just 
local.  As  noted  in  an  earlier  col- 
umn in  Indiana  medicine,  Martin 
Lipp  in  his  book  Medical  Land- 
marks USA  assessed  the  museum 
as  being  "quite  simply  without 
peer  in  the  entire  country." 

The  financial  picture  of  the 
museum  still  needs  improvement. 
Yet,  private  contributions  have 
increased  50%  over  the  previous 
years.  The  museum  has  received 
two  major  grants  this  past  year. 
One,  the  Institute  of  Museum 
Services  Grant,  is  the  most  com- 
petitive grant  for  museums.  Muse- 
ums that  receive  the  grant  have 
demonstrated  excellence  in  all 
areas  of  museum  operations. 

The  museum  now  has  an  as- 
sistant and  a volunteer  staff  of  10. 
Nine  years  ago,  the  museum  had 
one  volunteer  and  could  not  seem 
to  attract  any  more  volunteers. 

The  volunteer  staff  brings  a vari- 
ety of  experience  and  expertise  to 
the  organization  and  has  been 
invaluable  in  the  museum's  devel- 
opment. Most  volunteers  donate 
at  least  one  morning  or  afternoon 
per  week  to  the  organization. 

Much  work  still  needs  to  be 
done.  Yet,  I leave  the  museum 
confident  that  the  organization 
will  hire  an  individual  who  will 
carry  forward  the  mission  of  the 
museum  to  become  a viable  and 
dynamic  educational  institution 
within  the  community. 

Katherine  Mandusic  McDonell 
Indianapolis 

Editor's  note:  Since  this  letter  was 
written,  the  museum  has  hired  Oren 
Cooley  as  the  new  director.  He  began 
his  new  job  July  22. 
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■ auxiliary  report 


I^od  Ashley,  ISMA  Auxil- 
iary  immediate  past  president, 
presented  the  following  report  at 
the  annual  American  Medical 
Association  Auxiliary  convention, 
held  June  23  to  26  at  the  Drake 
Hotel  in  Chicago: 

Although  this  has  been  a su- 
perb year  for  county  auxiliaries  in 
Indiana  - exemplified  by  one 
which  produced  a project  so  out- 
standing that  it  was  recognized 
and  honored  by  President  George 
Bush  - I limit  my  remarks  today 
to  the  dramatic  change  which  has 
occurred  in  Indiana  on  the  state 
level  in  response  to  crisis. 

For  a number  of  years,  we 
operated  financially  in  a hand-to- 
mouth  manner.  Then  an  an- 
nouncement came  which  hit  us 
like  a freight  train.  In  1989,  the 
society  presented  the  auxiliary 
with  a contract  obligating  us  to 
pay  for  all  supplies,  stationery, 
mailings,  computer  printouts  and 
staff  time  used.  We  had  to  re- 
spond to  the  challenge  - or  dis- 
band. 

During  the  past  three  years, 
many  changes  were  made,  includ- 
ing: 

• Increasing  our  dues  from  $8 
to  $18. 

• Purchasing  our  own  com- 
puter and  databases. 

• Creating  and  test  marketing 
state-generated  dues  bills. 

• Redesigning  and  editing 
publications  to  be  cost-effective. 

• Doubling  our  board  size  to 
include  county  officers  and  chair- 
men. 

In  effect,  we  learned  to  run 
the  auxiliary  like  a business. 

The  results? 

1 .  The  society  has  been  so 
pleased  with  our  meeting  all  con- 
tracted obligations,  they  have 
doubled  their  annual  contribu- 


tions to  our  treasury. 

2.  The  state-generated  billing 
was  so  successful  in  retention  and 
recruitment  in  our  test  areas  that 
virtually  every  county  has  re- 
quested the  service  this  year. 

3.  Our  membership  totals 
have  stabilized  - with  increases  in 
numerous  counties  and  in  na- 
tional memberships  - now  being 
87%  unified. 

4.  As  of  this  year,  we  have 
over  $100,000  in  cash  reserves  and 
are  proceeding  with: 

• Expanding  membership 
services. 

• Increasing  workshop  and 
seminar  budgets. 

• Hiring  nationally  recog- 
nized speakers  for  our  meetings. 

It  has  been  a most  exciting 
period  of  transition  for  Indiana. 
And  it  proves  that  when  faced 
with  challenges,  auxilians  effec- 


tively respond. 

Thank  you. 

Resolution  passes 
In  addition  to  Rod's  report,  the 
Indiana  delegation  introduced  a 
resolution  that  was  recommended 
for  adoption  by  the  reference 
committee  and  passed  by  the  aux- 
iliary House  of  Delegates.  The 
resolution  is  now  AMA-A  policy. 

The  resolution  calls  for  the 
AMA  Auxiliary  to  encourage  its 
state  and  county  auxiliaries  to 
support  individually  or  in  coali- 
tion with  other  health-concerned 
organizations  the  provision  of 
health  care  for  the  homeless.  It 
also  recommends  that  the  actions 
be  undertaken  with  the  approval 
of  the  corresponding  state  and 
county  medical  societies  and  asso- 
ciation. □ 


7!  3 

ISMA  Auxiliary  calendar 


Sept.  26  - Open  board  meeting.  Embassy  Suites  North,  India- 
napolis. 9:30  a.m.  to  2:30  p.m.  Guest  speaker,  Julie  Alexander,  "I 
Missed  Out  on  Miss  America,"  at  10  a.m.  Membership  program 
with  "Round  'em  up"  theme.  Lunch  at  noon.  Open  board  meeting 
after  lunch. 

Oct.  6-8  - Leadership  Confluence  I in  Chicago  for  county  presi- 
dents-elect. 

Oct.  17  - AMA-ERF  seminar,  "Light  My  Fire."  Holiday  Inn 
Airport,  Indianapolis,  9:30  a.m.  to  2:30  p.m.  Motivational  team  con- 
cept with  speaker  Barbara  Lach  of  Columbus,  Ohio.  Fund-raising 
ideas.  AMA-ERF  national  chairman  Sancy  McCool  will  discuss 
ideas  from  the  AMA-A  perspective. 

Nov.  4 - Nominating  committee  meeting. 

Nov.  8-9  - Auxiliary  hospitality  area  next  to  registration  desk, 
ISMA  Convention  at  Westin  Hotel  in  Indianapolis.  Program  on 
"Breast  Cancer  - Ask  the  Experts"  from  9:30  to  11:30  a.m.  Nov.  9 at 
Hyatt  Regency  Hotel  in  downtown  Indianapolis.  O 
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CARDIOLOGY  - DIAGNOSTIC  & INTERVENTIONAL 


NASSER,  SMITH  AND 


PINKERTON  CARDIOLOGY,  INC. 


William  K.  Nasser,  M.D. 
Michael  L.  Smith,  M.D. 

Cass  A.  Pinkerton,  M.D. 
James  W.  VanTassel,  M.D. 
Dennis  K.  Dickos,  M.D. 
John  D.  Slack,  M.D. 

Charles  M.  Orr,  M.D. 

Jane  Howard,  M.D. 

James  H.  Adlam,  M.D. 

V.  Michael  Bournique,  M.D. 
Frank  J.  Green,  M.D. 

Nancy  A.  Branyas,  M.D. 
Charles  P.  Taliercio,  M.D. 
Bruce  F.  Waller,  M.D. 
Thomas  F.  Peters,  M.D. 
Azim  Saqib,  M.D. 

Lawrence  E.  Gering,  M.D. 


providing 

Cardiology  & Cardiac  Catheterization 
Transesophageal  Echocardiography 
Doppler  & Echocardiography 
Exercise  Stress  Testing 
Coronary  Angioplasty 
Nuclear  Cardiology 
Pacemaker  Surveillance 
Holter  Monitoring 
Percutaneous  Valvuloplasty 
Electrophysiology  Testing 
Coronary  Atherectomy 
Myocardial  Biopsy 
Automatic  Implantable 
Cardioverter  Defibrillator 
Signal  Averaged  Electrocardiography 


Kokomo  Office: 
620  South  Berkley 
Kokomo,  IN  46901 
317-456-1605 
FAX:  317-457/3929 

THE  HEART  CENTER  OF  INDIANA 


office:  317-871-6666 
1-800-732-1482  (Indiana) 
1-800-CHD-PTCA  (Indiana) 
1-800-CAD-PTCA  (National) 
FAX:  317-  871-6019 


Suite  400 

St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Indianapolis,  Indiana  46260 
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CARDIOLOGY 


FORT  WAYNE 

QVRDIOIOGY 


Basil  C.  Genetos,  M.D. 
Robert  W.  Godley,  M.D. 
Michael  J.  Mirro,  M.D. 
Kevin  J.  Kelly,  M.D. 

Fred  Doloresco,  M.D. 

John  F.  Phillips,  M.D. 
Patrick  J.  Daley,  M.D. 
William  W.  Wilson,  M.D. 
James  J.  Heger,  M .D. 
Raymond  E.  Dusman,  M.D. 
Charles  F.  Presti,  M.D. 
Stephen  E.  Brown,  M.D. 
David  D.  Whang,  M.D. 

Practice  Limited  to  Cardiology 

(Physician's  Referral  Only) 


Locations  nearby: 

1912  Carew  Street 
Fort  Wayne,  Indiana  46805 
(219)  482-4865  (800)  637-6505  (IN) 

(800)  334-4371  (MI  & OH) 

Lutheran  Medical  Park 
7900  W.  Jefferson  Blvd. 

Suite  202 

Fort  Wayne,  Indiana  46804 
(219)432-5613 


Caring  for  people  is  the  first  priority  at 
Fort  Wayne  Cardiology.  Since  1978,  our 
team  approach  has  served  referring  physi- 
cians and  their  patients  with  the  latest  in 
heart  care  treatment  and  technologies. 

Fort  Wayne  Cardiology  is  a trusted  and 
caring  group  of  people,  featuring  13  board 
certified/board  eligible  cardiologists,  as 
well  as  a special  staff  of  nurses,  technolo- 
gists and  administrative  assistants. 

Patients  are  able  to  receive  comprehensive 
cardiac  sendees  which  include:  cardiac 
catheterization,  coronan / angioplasty  and 
atherectomy,  electrophysiology,  valvulo- 
plasty, nuclear  cardiology,  dopplerand 
echo  cardiography,  exercise  stress  testing, 
hotter  monitoring,  ECG  event  monitor- 
ing, permanent  pacemaker  implantation 
and  suweillance,  non-invasive peripheral 
vascular  evaluation,  peripheral  angio- 
plasty and  atherectomy,  myocardial  biopsy, 
transesophageal  echo,  AlCD  insertion  and 
surveillance,  signal  average  EKG,  tilt 
table  and  rehab  therapy. 

University  trained,  certified  cardiolo- 
gists; the  best  in  diagnostic  equipment; 
clinical  research  and  specialization  within 
the  specialty,  makes  Fort  Wayne  Cardiology 
an  excellent  center  for  heart  care. 


Satellite  Clinics: 

Angola  Kendallville  Defiance,  OH 

Auburn  LaGrange  Hicksville,  OH 

Columbia  City  Wabash 

Huntington  Warsaw 
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CARDIOLOGY 


Cardiology  Consultants  is... 

HEART 


CENTEi 


Robert  E.  Swint,  Sr.,  M.D. 
Mark  A.  Jones,  M.D. 

David  A.  Kaminskas,  M.D. 
Gary  A.  Hambel.  M.D. 

Mary  H.  Heintz,  M.D. 

Ravi  N.  Bathina,  M.D. 
Gregory  C.  Tomlinson,  M.D 
Brian  T.  Lew,  M.D. 

Peter  C.  Hanley,  M.D. 
Christopher  Zee-Cheng,  M.D. 
Steven  W.  Orlow,  M.D. 

David  A.  Belvedere,  M.D. 
Mark  S.  Hazen,  M.D. 


3000  South  Wayne  Ave. 
Fort  Wayne.  IN  46807 
(219)  744-2297 

7224  Engle  Rd. 

Fort  Wayne.  IN  46804 
(219)  432-2297 

800  Broadway,  Suite  204 
Fort  Wayne,  IN  46802 
(219)  422-2558 

3217  Lake  Ave. 

Fort  Wayne.  IN  46805 
(219)  422-2297 


Opening  October  1,  1991 
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Indiana  Heart  Physicians  at  Columbus 
3154  North  National  Road,  Suite  C 

Office  812-379-2020 

Toll  Free  (Indiana)  800-331-4765 


Greenwood  Medical  Office 
1250  East  County  Line  Road 

Office  317-888-5723 

Toll  Free  (Nationwide)  800-992-2081 


Indiana 

Heart 

Physicians, 

Inc. 


a member  of  the  Indianapolis 
Regional  Heart  Center 


Indianapolis/Beech  Grove  Medical  Center 
112  North  17th  Avenue,  Suite  300 

Office  317-783-8800 

Appointment  Scheduling  317-781-3655 

Cardiac  Testing  Center  317-781-3636 

Toll  Free  (Nationwide)  800-992-2081 


Physicians 


H.  0.  Hickman,  Jr.,  M.D.,  FACC 
Thomas  M.  Mueller,  M.D.,  FACC 
J.  Douglas  Graham  III,  M.D.,  FACC 
Kathleen  H.  Flohr,  M.D.,  Ph.D.,  FACC 
Jeffrey  L.  Christie,  M.D.,  FACC 
Stephen  H.  Kliman,  M.D.,  FACC 
Thomas  C.  Passo,  M.D.,  FACC 
Emily  A.  Diltz,  M.D.,  FACC 
JohnE.  Batchelder,  M.D.,  FACC 
William  J.  Berg,  M.D. 

Mark  D.  Cohen,  M.D.,  FACC 
Thomas  D.  Hughes,  D.O. 
at  Columbus 

David  J.  Hamilton,  M.D.,  FACC 
Kevin  C.  Preuss,  M.D.,  FACC 


providing 


Cardiology  and  Cardiac 
Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 
Electrophysiology 
Percutaneous  Valvuloplasty 
Nuclear  Cardiology 
Doppler  and  Echocardiography 
Stress  Echocardiography 
Exercise  Stress  Testing 
Holter  Monitoring 
ECG  Event  Monitoring 
Permanent  Pacemaker  Implantation 
Pacemaker  Surveillance 


Noninvasive  Peripheral 
Vascular  Evaluation 
Signal  Average  EKG 
Myocardial  Biopsy 
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One  Call,  Day  or  Night! 

Our  group  is  always  available,  365  days  a year,  day  or  night;  to  see  your  patients 
in  Indianapolis  because  there  are  times  when  your  patient  shouldn’t  have  to  wait. 


ALSO  SEEING  PATIENTS 
BY  APPOINTMENT  IN  THESE 
CENTRAL  INDIANA  CITIES: 

DOWNTOWN 

GREENCASTLE 

DANVILLE 

CRAWFORDSVILLE 

LEBANON 

KOKOMO 

BEECH  GROVE 

GREENWOOD 

MOORESVILLE 

SURGERY  CENTER 


SERVING  15  CENTRAL 
INDIANA  HOSPITALS 

VISA,  MASTERCARD  ACCEPTED 
FINANCING  AVAILABLE 


ZOLLMAN  CENTER 

FOR  PLASTIC  & HAND  SURGERY 

1633  North  Capitol  Avenue.  Indianapolis  IN  46202 


1 I Membei , American  Society 

^ / of  Plastic  and  Reconstructive  Surgeons 


317-924-4943 
1-800-332-3943 
FAX:  317-921-3109 


Wally  Zollman  M.D.,  F.A.C.,  Twatchai  Yamcharern  M.D.,  Richard  S.  Troiano  M.D.,  Rank  O.  Dawson,  Jr.,  M.D. 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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CARDIOLOGY 

PLASTIC  SURGERY 

CARDIOLOGY  & INTERNAL 
MEDICINE,  INC. 


Prakash  N.  Joshi,  M.D  F.A.C.C.  Subodh  S.  Gupte,  M D.  F A.C.C. 


Diplomate,  American  Board 
Of  Internal  Medicine  & 
Cardiovascular  Diseases 


Diplomate,  American  Board 
Of  Internal  Medicine, 
Cardiovascular  Diseases,  and 
Advanced  Achievement  in 
Internal  Medicine 


703  Chapel  Pike 
Marion,  IN  46952 
Tel:  317-664-1201 

24  Hour  Answering  Service 

Echocardiography  (2D,  M-Mode,  Doppler  With 
Color  Flow),  ECG,  Treadmill  Stress  Test,  Stress 
Echo-cardiography,  Holter  Monitoring. 


AMERICAN  SOCIETY  OF 
PLASTIC  & RECONSTRUCTIVE 
SURGEONS,  INC. 

John  G.  Pantzer  Jr.,  M.D.,  F.A.C.S. 

Diplomate,  American  Board 
of  Plastic  Surgery 

Bradley  L.  Kudlaczyk,  M.D. 

1801  North  Senate  Blvd.,  Suite  735 
Indianapolis,  Indiana  46202 
317-929-5500 


PLASTIC  SURGERY 


MERIDIAN 

PLASTIC 

SURGERY 

CENTER 


For  information  on  services 
317/575-0110 
or  800/352-7849 
106th  & Meridian  Streets 
Indianapolis 


An  Ambulatory  Surgery  Center 
Exclusively  for  Cosmetic,  Plastic 
and  Reconstructive  Surgery 

Board-Certified  Physicians 

• Facial  Plastic  Surgery 

• Plastic  Surgery 

• Ophthalmic  Plastic  Surgery 

• Anesthesiology 


Providing  The  Finest  Surgical 
Care  And  Treatment  In  A 
Home-like  Setting 
Licensed  by  the  Indiana  State 
Board  of  Health  • Medicare 
Certified 


ABDOMINAL  SURGERY 


TED  W.  GRISELL,  M.D. 

Providing  consultative  services 
for  physicians  throughout  Indiana 
for  patients  u'ith 
complex  management  problems 
5.317  East  16th  Street  317  359  8261 

Indianapolis  46218  Phone  answered  24  hours 


DERMATOLOGY 

, 


COLLEEN  PARKER,  M.D 


8330  Naab  Road 
Suite  315 

Indianapolis,  Indiana  46260 

(317)  879-0802 
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SUPERB  QUALITY  DIAGNOSTIC  RADIOLOGY 
AND  RADIATION  ONCOLOGY  SERVICES 
ARE  ONLY  A TELEPHONE  CALL  AWAY... 

Our  mission  is  to  provide  caring,  high  quality,  state-of-the-art  imaging,  interventional,  and 
radiation  oncological  services  to  our  patients,  referring  clinicians,  and  institutions.  Call  us  today 
to  discuss  your  unique  requirements  or  to  refer  your  patients  for  prompt,  courteous,  cost 
effective,  and  professional  service. 


INDIANAPOLIS 


Methodist  Hospital 
1701  N.  Senate  Avenue 
Methodist  Professional  Center 
1801  North  Senate  Avenue 
(317)  929-3580 

Methodist  Hospital  Breast  Cancer 
Screening  Program 
(317)  929-5000 

Eagle  Highlands  Radiologic  Services 
6920  Parkdale  Place 
Suite  111 
(317)  291-4411 

Lakeview  Radiologic  Services 
9002  North  Meridian  Street 
Suite  110 
(317)  844-6944 


BROWNSBURG 


Brownsburg  Radiologic  Services 
1375  North  Green  Street 
Suite  200 
(317)  852-3222 


COLUMBUS 


(Radiation  oncology  only) 
Bartholomew  County  Hospital 
2400  East  Seventeenth  Street 
(812)  376-5361 


CRAWFORDSVILLE 


Culver  Union  Hospital 
1710  Lafayette  Road 
(317)  364-3146 


GREENSBURG 


Decatur  County  Memorial  Hospital 
720  North  Lincoln  Street 
(812)  663-1156 


KOKOMO 


(Radiation  oncology  only) 
Howard  Community  Hospital 
3500  South  Lafountain  Street 
(317)  453-8189 


TERRE  HAUTE 


(Radiation  oncology  only) 
Union  Hospital 
1606  North  Seventh  Street 
(812)  238-7504 


°/Q  L° 


RADIOLOGIC  SPECIALISTS  OF  INDIANA,  INC 

All  Physicians  Board  Certified. 
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CLINICAL  & ANATOMIC  PATHOLOGY 


The  Medical  Laboratory 

of  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-Winkler 
5940  West  Raymond  Street  • Indianapolis,  Indiana  46241 


CHEMISTRY 

MICROBIOLOGY 

HEMATOLOGY 

TOXICOLOGY 

CYTOLOGY 

HISTOLOGY 

CUSTOMER  SERVICE 


Courier  Service 

24  hr.  Pathology 
Consultation 

Assignment  Accepted: 
Medicare/Medicaid 

BC/BS  VIP  and  PC/USA, 
Preferred  Care,  Prucare 

18  Convenient  Branch 
Locations 


CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  46241 

Phone:  317/248-2448 


Here  Today  To  Serve  You  Tomorrow.” 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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PULMONARY  DISEASE 


RESPIRATORY  CONSULTANTS  OF  INDIANA 


DAVID  B.  COOK,  M.D.,  FCCP  MICHAEL  R.  NIEMEIER,  M.D.,  FCCP  ROBERT  W.  WELLER,  M.D.,  FCCP 

CHRIS  C.  NAUM,  M.D.  THOMAS  Y.  SULLIVAN,  M.D.  PATRICK  E.  WRIGHT,  M.D.,  FCCP 

JOHN  A.  WARDEN,  M.D.,  FCCP 


Pulmonary  Disease 

Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


Critical  Care 

Physicians  ABIM  certified  in 
critical  care  24  hours/day 
State-of-the-art  eighty  bed 
intensive  care  facility 


Hyperbaric  Medicine 

Diagnostic  assessment 
of  local  oxygen  delivery 
Treatment  of  disorders  of 
regional  02  delivery  and 
utilization 


Sleep  Disorders 

Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N.  SENATE  BLVD  , SUITE  400,  INDIANAPOLIS,  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE,  SUITE  215  • INDIANAPOLIS,  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111  • TERRE  HAUTE  (812)  232-0564 
AFTER  HOURS  ANSWERING  SERVICE  (317)  926-3466  OR  1-800-772-7788 

1-800-321-LUNG  • MONDAY  - FRIDAY  8:30  A.M.  - 4:30  P.M. 


OTOLOGY 


Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 


Anderson  Center 

of  Saint  John  s 

2210  Jackson  Street 
Anderson.  Indiana  46016 


1-800-435-9143  or  (317)  646-8383 

• Comprehensive  Alcohol  and  Drug  Treatment 

• Separate  Programs  for  Adolescents  and  Adults 

• Free  Assessment  and  Intervention 


MERIDIAN  OTOLOGY  LAB 

‘Complete  Audiometric  Evaluations 

'Hearing  Aid  Evaluations  and  Dispensing 
'Brainstem  Auditory  Evoked  Response 
'Visual  Evoked  Response 
* Electronystagmography 

'Assistive  Listening  Devices — Demonstrations  Available 


Richard  Kurtz.  M.D.  Jack  Summerlin.  M.D. 
Marvin  R.  Kolodny,  Ph.D. 

Director  of  Audiology 

3266  \.  Meridian  Street  Indianapolis,  Indiana 
Suite  B12  (317)  925-7077 


INDIANA  MEDICINE/September  1991 


659 


■ physicians'  directory 


INTERNAL  MEDICINE 

HEMODIALYSIS 

NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm  Alley  M D FACP 
George  W Applegate  M D 
Richard  Bloch  M D 
Charles  B Carter  M D 
William  H Dick  M D FACP 


Theodore  F Hegeman  M D 
Douglas  F Johnstone.  M D 
Wendy  L Kindig  M D 
LeRoy  H King  Jr  M D FACP 
Mary  A Margolis  M D 
Tim  E Taber.  M D 


1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis  46202 
Tel:  317-924-8425 

By  Physician  Referral 


Clinical  Nephrology  Hemodialysis.  Peritoneal 
Dialysis,  Renal  Transplantation,  Metabolic  Kidney 
Stone  Disease,  Hypertension,  Fluid  and  Electrolyte 
Imbalance,  Critical  Care 


CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 


DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 
Indianapolis,  Indiana  46203 
317-787-3171 


For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

1801  N.  Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location. 


HAND  SURGERY 

HEMATOLOGY  - ONCOLOGY 

JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders. 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis.  IN  46205  Answered  24  hours 

Diplomate  American  Board  of  Orthopedic  Surgery 
with  certificate  of  added  qualifications  in  surgery  of  the  hand. 

JOHN  A.  CAVINS,  M.D. 

8220  NAAB  ROAD,  SUITE  105 
INDIANAPOLIS  INDIANA  46260 
TELEPHONE  (317)  876-1036 
SERVING 

INDIANAPOLIS  CARMEL  NOBLESVILLE 
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DERMATOPATHOLOGY 

DERMATOPATHOLOGY  LABORATORY 


Larry  J.  Buckel,  M.D. 
Robert  M.  Hurwitz,  M.D. 


Howard  R.  Gray,  M.D. 
William  B.  Moores,  M.D. 


Diplomates  of  the  American  Boards 
of 

Dermatology  and  Dermatopathology 

Specializing  in 

Inflammatory  Skin  Diseases 
and 

Neoplasms  of  the  Skin 


9202  North  Meridian  Street 
Suite  215 


Approved  for  and  Accept 
Medicare  and  Medicaid 
Assignment 


Indianapolis,  Ind.  46260 
(317)  843-2204 


UPS  Mailers  and  Courier  Service  Available 


PSYCHIATRY 


Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

Anderson  Center 

of  Saint  John's 

2210  Jackson  Street 
Anderson.  Indiana  46016 

1-800-435-9143  or  (317)  646-8114 

• Comprehensive  Psychiatric  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Program  for  Dual  Diagnosis 


NEUROLOGY 


Shirley  M.  Mueller,  M.D. 

General  Neurology 

Practice  Dedicated  Toward  Problems  Associated  With 
Numbness-Weakness-Dizziness  And  Pain  Including  Headache 

Testing  Available 
317-871-6000 

Indianapolis 

North:  St.  Vincent’s  Professional  Bldg.  #726 
South:  Community  South  Professional  Bldg.,  Suite  M 
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PERIPHERAL  VASCULAR  SURGERY 


lliilil 


VASCULAR  SURGERY,  RC. 


Ykscular_z 

l/iayiiostks 

Mobilr 

IMon-ini'osiw 

Te.stiiiiz 


Austin  L.  Gardner,  M.D. 
Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 
Spencer  F.  Goodson,  M.D. 


St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  662-5367 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  573-7040 
TOLL  FREE  (800)  446-0298 


^ The  Vascular  lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular  testing  services,  including 
the  new  addition  of  color  computed  sonography,  supported  by  the  entire  team  of: 


John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • Herbert  Dan  Adams,  M.D. 
Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville,  Indiana  47710 
812-423-2395 
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ASTHMA  & ALLERGY 

ASTHMA  & ALLERGY 

FRANK  WU,  M.D. 

MARK  HOLBREICH,  M.D. 

,S  DIPLOMATE, 

PEDIATRIC  AND  ADULT 

W...  AMERICAN  BOARD 

gp  ^ OF  ALLERGY  & 

ASTHMA,  ALLERGY  AND  IMMUNOLOGY 

8803  N.  Meridian  St. 

| ^ ^ IMMUNOLOGY 

Suite  365 

Indianapolis,  Indiana 

St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 

(317)  574-0230 

Indianapolis,  Indiana  46260 

o Asthma  o Adverse  Food  Reactions 

(317)872-4213 

o Chronic  Cough  o Drug  Sensitivity 

0 Rhinitis  o Stinging  Insect  Allergy 

COLON  & RECTAL  SURGERY 


[X^n  i JL  Kendrick  Colon 

lYVnA  and  Recta!  Associates 


William  M.  Kendrick,  M.D.  William  E.  Kelley,  M.D. 

George  A.  Donnally,  M.D.  Richard  L.  Stout,  M.D. 

R.  James  Wilson,  M.D.  Paula  A.  Hall,  M.D. 

William  M.  Sobat,  M.D. 

Specialists  in  the  Diagnosis  and  Treatment  of  Colon  and  Rectal  Disease 
General  Surgery  Services  Available 

For  more  information  call:  Kendrick  Colon  & Rectal  Associates, 

Tel:  317-831-9300  or  1-800-222-7994 
Kendrick  Memorial  Hospital,  Mooresville,  Indiana 

(JCAHO  Accredited) 

Regional  Offices:  Muncie,  Kokomo  & Greensburg 
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ONCOLOGY  - HEMATOLOGY 


INDIANA  ONCOLOGY  HEMATOLOGY 

CONSULTANTS 


1 -800-ONC-HEME 
1 -800-662-4363 


Central:  317-927-5770 
St. Francis:  317-783-8509 


ADULT  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 

Laurence  H.  Bates,  M.D.  Gregory  W.  Smith,  M.D. 

William  M.  Dugan,  Jr.,  M.D.  William  H.  Bond,  M.D. 

Redmond  P.  Hogan,  III,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 
Arthur  J.  Provisor,  M.D.  Deborah  S.  Provisor,  M.D. 


ADULT  ONCOLOGY  HEMATOLOGY  - ST.  FRANCIS  OFFICE 

1600  Albany  - Medical  Clinic  Bldg.  Beech  Grove,  IN  46107  783-8509 

Redmond  P.  Hogan,  III,  M.D.  Randall  C.  Trowbridge,  M.D. 

Gregory  W.  Smith,  M.D. 


Central  Office  Located  in  the  By  ram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 
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7HFHERAPY 


Physicians: 
ROGER  ROBISON 
DAVID  BELL 
TAE  CHUNG 


Radiation  Oncology  Services  for  Southwest  Indiana 


TERRE  HAUTE 
Regional  Hospital 

(812)  234-7756 


VINCENNES 

Good  Samaritan  Hospital 

(812)  885-3939 


ROGER  ROBISON,  M.D.,  FAC.P. 

M.D.  Anderson,  1980 
Certified:  Radiation 
Oncology 
Medical  Oncology 


DAVID  BELL,  M.D.,  Ph.D. 

M.D.  Anderson,  1981 
Certified:  Radiation 
Oncology 


TAE  CHUNG,  M.D. 

Chicago  Hines,  V.A.,  1976 
Certified:  Radiation 
Oncology 
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RADIATION  ONCOLOGY 


TRI-STATE  RADIATION 

ONCOLOGY 

Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 

AL  KORBA,  M.D.;  ALY  RAZEK,  M.D. 

THOMAS  HAYES,  M.D.;  AMR  AREF,  M.D.;  SHANNON  LAMB,  M.D. 

★★★★★★ 

Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

DEVDAS  SHETH,  M.D. 

★★★★★★ 

MOISES  DOMINGO,  M.D. 

Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

MOISES  DOMINGO,  M.D. 

★★★★★★ 

MANJU  GUPTA,  M.D. 

Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

TRISTAN  BRIONES,  M.D. 

★★★★★★ 

AMR  AREF,  M.D. 

In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 
24-hour  answering  service  (812)  476-1367 
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ONCOLOGY 


H 

IP 

Offering  comprehensive  cancer  care,  including: 

■ Cancer  Detection 

■ Chemotherapy 

■ Radiation  Therapy  (Linear  Accelerator) 

Oncology  Associates 

■ Biologic  1’herapy 

■ Education  and  Support  Services 

Michael  A.  Cross,  M.D. 

Board  Certified,  Radiology  (Therapeutic) 

■ Hospital,  Home  and  Hospice  Care 

John  R.  Pancoast,  M.D. 

Board  Certified,  Internal  Medicine 
and  Medical  Oncology/Hematology 

Dearborn  County  Hospital  Professional  Building 
606  Wilson  Creek  Road,  Suite  130 
Lawrenceburg,  Indiana  47025 
(812)  537-191 1 

John  F.  Sacco,  M.D. 

Oncology  Associates'  16  physician  members  have  additional  offices  in  Cincinnati, 

Board  Certified,  Internal  Medicine 

Montgomery  and  Middletown,  Ohio;  and  Crestview  Hills,  Kentucky.  The  practice 

and  Radiology  (Therapeutic) 

offers  outpatient  care  and  clinics  in  1 1 hospitals  throughout  the  Tri-State  area. 

ORTHOPAEDIC  SURGERY 


BREAST  DISEASES 


JAMES  L.  KAISER, 

M.D. 

• ORTHOPAEDIC  SURGERY 

• FRACTURES 

• BACK  SURGERY 

• FDUT  SURGERY 

• ARTHRDSC0PIC  SURGERY 

Certified  American  Board 
Of  Orthopaedic  Surgery 

5626  East  16th  Street 
Indianapolis,  IN  46218 

(317)  352-0176 

OFFICE  ANSWERS  DAY  & NIGHT 

5626  E 16 

352-0176 

82nd  & Shadeland 

......  352-0176 

If  No  Answer  Call 

543-6089 

INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 

Diagnosis  (31  7)  872-9580 

Consultation  8330  Naab  Road,  Suite  213 

Treatment  options  Indianapolis,  IN  46260 

Preservation  surgery 

Long-term  followup  Appointment  by  referral 
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TRANSPLANTATION 

METHODIST  TRANSPLANT  CENTER 

P.0.  Box  1367 
1 701  N.  Senate  Blvd. 
Indianapolis,  Indiana  46206 

M Methodist 

H HOSpital  OF  INDIANA 

The  Difference  is  Experience 

24  - HOUR  REFERRAL 

(800) 

772-7788 

HEART  TRANSPLANTATION 

LUNG  TRANSPLANTATION 

Surgical  Director 

Surgical  Director 

Harold  Halbrook,  M.D. 

Harold  Halbrook,  M.D. 

Program  Cardiologist: 

Program  Pulmonologist: 

Douglas  Pitts,  M.D. 

Michael  Niemeier,  M.D. 

KIDNEY  TRANSPLANTATION 

LIVER  TRANSPLANTATION 

PANCREAS  TRANSPLANTATION 

Surgical  Director 

Surgical  Director 

Dale  A.  Rouch,  M.D. 

Brian  Haag,  M.D. 

Program  Gastroenterologists: 

Program  Nephrologist: 

Peds  - Susan  Maisel,  M.D. 

Charles  Carter,  M.D. 

Adult  - Brian  G.  Sperl,  M.D. 

CORNEAL  TRANSPLANTATION 

TISSUE/BONE  BANK 

Surgical  Director 

Surgical  Director 

Stephen  Johnson,  M.D. 

David  A.  Fisher,  M.D. 

BONE  MARROW  TRANSPLANTATION 

Co-Director 

Luke  Akard,  M.D. 

Co-Director 
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ORTHOPAEDIC  SURGERY 


PERFORMANCE 


In  a high-performance  sports  car,  the  spokes  are  an  inte- 
gral PART  OF  THE  ENGINEERING.  EACH  INDIVIDUAL  SPOKE  IS 
STRONG,  YET  IT’S  THE  WAY  THEY’RE  INTERWOVEN  THAT  GIVES 
EXCEPTIONAL  STRENGTH  AND  BALANCE. 

That’s  the  way  it  is  at  Orthopaedics  Indianapolis.  Each  of 

OUR  19  PHYSICIANS  HAS  UNIQUE  INDIVIDUAL  STRENGTHS  AND  SKILLS. 

The  ability  to  draw  on  each  other’s  special  expertise 

STRENGTHENS  OUR  CAPABILITIES  AND  ENHANCES  OUR  PERFORMANCE. 
AS  THE  EXCLUSIVE  PROVIDER  OF  RAPID  AND  EXTENSIVE  ORTHO- 
PAEDIC RECONSTRUCTIVE  SURGERY  FOR  METHODIST  HOSPITAL’S 

Emergency  Medicine  and  Trauma  Center,  we  treat  over 
1,000  TRAUMA  CASES  a YEAR  PROVIDING  US  WITH  EXPERIENCE  IN 
EVERY  FACET  OF  ORTHOPAEDIC  CARE.  THAT’S  WHY  DOCTORS  FROM 
ALL  50  STATES  AND  1 1 FOREIGN  COUNTRIES  HAVE  SOUGHT  OUR 
HELP  TREATING  THEIR  MOST  COMPLEX  CASES. 


Donald  S.  Blackwell,  m.d. 

F.  R.  BRUECKMANN,  M.  D. , F.A.C.S. 

Anthony  r.  lasich,  m.d. 

WILLIAM  0.  IRVINE,  M.D. 

JOSEPH  C.  RANDOLPH,  M.D. 

Donald  e.  Russell,  M.d. 
mark  R.  Stevens,  M.D. 

Terry  R.  Trammell,  M.D. 

Andrew  j.  vicar,  M.D. 

VlNCENT  L.  FRAGOMENI,  M.D. 

JOHN  K.  SCHNEIDER,  M.D. 

JOSEPH  R.  BAELE,  M.D. 

Sanford  S.  Kunkel,  M.d. 

David  a.  Fisher,  M.d. 

D.  Kevin  Scheid,  M.D. 

Michael  F.  Coscia,  m.d 
Henry  G.  Stein,  M.D.,  F.A.C.S. 
David  S.  Field,  M.d. 

Orthopaedic  Surgeons 
Robert  C.  Gregori,  M.D. 
Physical  Medicine  a Rehabilitation 

Joint  reconstruction 
Trauma 
Fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
Hand  Surgery 
Foot  Surgery 
Arthroscopic  Surgery 
pediatric  Orthopaedics 
Adult  Orthopaedics 
Ilizarov  Limb  lengthening 
a deformity  Correction 


ORTHOPAEDICS 

INDIANAPOLIS 


Indianapolis  • Danville 

GREENCASTLE  • SPEEDWAY 
ZlONSVILLE 

317-923-5352 

1-800-223-338! 
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ORTHOPAEDICS  & SPORTS  MEDICINE 

__ 


Hoosier  Orthopaedics  & Sports  Medicine,  RC. 


Total  Joint  Replacement 
Athletic  Injuries  and  Sports 
Medicine 

Arthroscopic  Surgery 
Pediatric  and  Adult  Orthopaedics 
Fractu  re  Care  / Trail  ma 


Reconstructive  Surgery  of  the  Foot 
and  Ankle 

Reconstructive  Surgery  of  the 
Shoulder  or  Knee 
Back  Surgery 
General  Orthopaedics 


Robert  T.  Clayton,  M.D. 
Robert  E.  Cravens,  M.D. 
John  E.  Garber,  M.D. 
Robert  M.  Palmer,  M.D. 
Stephen  B.  Sexson,  M.D. 
Frank  B.  Throop,  M.D. 
Thomas  F.  Trainer,  M.D. 


Office  Answers  Day  and  Night 

13450  North  Meridian  Street,  Suite  355,  Carmel,  Indiana  46032  (317)  575-2700 
8330  Naab  Road,  Suite  234,  Indianapolis,  Indiana  46260  (317)  872-3254 
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COMPREHENSIVE  REHABILITATION 

We’re  Working  to  Make  Life  Better 

a 


At  Kokomo  Rehabilitation  Hospital,  we’re 
committed  to  only  one  specialized  field  - 
rehabilitation  medicine. 

This  central  focus  means  your  patients 
receive  the  therapy  and  care  needed  to  restore 
their  fix  es  to  the  fullest  extent  possible. 

Rehabilitation 


Kokomo 

‘habilitatii 

Hospital 


Our  newly  opened,  60-bed  hospital 
features  sophisticated  high-tech  equipment, 
a total  barrier-free  environment  and  highly 
trained  therapists. 

Give  us  a try.  Your  patients  and  you  will 
be  pleased  with  the  results. 

- William  J.  Lester , ML). 

Medical  Director 


Bringing  the  Quality'  Back  to  Life  for  Patients  Affected  by: 

Stroke  • Traumatic  Brain  Injury  • Spinal  Cord  Injury  • Amputation  • Orthopedic  Disorders  • Neurological 
Disorders  • Arthritis  • Back  and  Neck  Injuries  • Chronic  Pain  • Multiple  Trauma  • Return  to  Work 
• Carpal  Tunnel  Syndrome  and  other  Cumulative  Trauma  Disorders 


(S29  Dixon  Road  • Kokomo,  Indiana  46901 

General  Hospital  Information 
(317)  452-6700 


For  Referral  or  Admission  Information 
1 -800-886-LIFE 


A Continental  Medical  Systems  Facility 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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MULTI-SPECIALTY  GROUP  PRACTICE 


Addictionology 

Allergy 

Cardiovascular  Diseases 
Dermatology 
Endocrinology 
Family  Practice 
Gastroenterology 
Gynecology 
Hematology-Oncology 
Internal  Medicine 
Neurology 
Nephrology 
Nuclear  Medicine 
Obstetrics 
Ophthalmology 
Orthopedics 
Otolaryngology 
Pediatrics 
Psychiatry 
Pulmonary  Medicine 
Rheumatology 
Surgery 
Urology 


Welborn 

Clinic 


f "N 

421  Chestnut  Street 

Evansville,  Indiana  47713 

(8 1 2)426-9440 


Toll-free  in  Indiana: 
v 1 -800-52 1 -0269 

A " A 

Westside  Fomily  Practice  Ctr. 

(812)429-1818 


Welborn  Clinic  East 
(812)474-7123 

Welborn  Clinic  Highland 
(812)426-9565 

In  Newburgh: 

Welborn  Clinic  Newburgh 
(812)853-7391 


In  Reo: 

Reo  Family  Practice  Center 
^(812)649-5061 
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Carl  A.  Freed,  M.D. 

Dr.  Freed,  72,  a retired  Indianapo- 
lis obstetrician  and  gynecologist, 
died  June  20  at  Indiana  University 
Medical  Center. 

He  was  a 1942  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  Medical 
Corps  veteran  of  World  War  II. 

Dr.  Freed,  who  retired  in 
1987,  practiced  obstetrics  and  gy- 
necology 34  years.  Before  moving 
to  Indianapolis,  he  was  in  practice 
with  his  father,  Dr.  James  Carl 
Freed  of  Attica,  seven  years. 

Lewis  C.  Lohoff,  M.D. 

Dr.  Lohoff,  68,  a retired  Tell  City 
general  practitioner,  died  July  17 
at  Perry  County  Memorial  Hospi- 
tal. 

He  was  a 1950  graduate  of  the 
University  of  Colorado  School  of 
Medicine. 

Dr.  Lohoff  practiced  in  Tell 
City  from  1950  until  1990,  when 
he  retired.  He  is  a descendant  of 
the  pioneer  explorers  Lewis  and 
Clark. 

Herschel  S.  Smith,  M.D. 

Dr.  Smith,  79,  a Bloomington  oph- 
thalmologist, died  July  2 at  his 
home. 

He  was  a 1938  graduate  of  the 
University  of  Illinois  College  of 


Medicine  and  an  Army  veteran  of 
World  War  II.  During  his  service 
in  Europe,  he  commanded  an 
evacuation  hospital  for  Gen. 
George  Patton.  He  left  the  Army 
with  the  rank  of  lieutenant  colo- 
nel. 

Dr.  Smith  was  a past  presi- 
dent of  the  Indiana  Academy  of 
Ophthalmology,  past  president  of 
the  Owen-Monroe  County  Medi- 
cal Society  and  past  chief  of  staff 
and  past  chief  of  surgery  at 
Bloomington  Hospital. 

Jerry  L.  Stucky,  M.D. 

Dr.  Stucky,  61,  medical  director  of 
Parkview  Memorial  Hospital  in 
Fort  Wayne,  died  June  30  at  the 
hospital. 

He  was  a 1955  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a U.S.  Air  Force 
veteran. 

Dr.  Stucky  had  a family  prac- 
tice in  Fort  Wayne  from  1950  to 
1980  and  was  director  of 
Parkview's  family  practice  resi- 
dency from  1980  to  1990.  He  was 
a diplomate  of  the  American 
Board  of  Family  Practice,  a fellow 
of  the  American  Academy  of  Fam- 
ily Physicians  and  a past  presi- 
dent of  the  Fort  Wayne  Medical 
Education  Program.  He  had 
served  as  team  physician  for  the 


Fort  Wayne  Komets  and  North 
Side  High  School. 

George  T.  Tindall,  M.D. 

Dr.  Tindall,  70,  an  Indianapolis 
family  practitioner  and  obstetri- 
cian and  gynecologist,  died  June 
25. 

He  was  a 1950  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  veteran  of 
World  War  II. 

Dr.  Tindall  joined  the  staff  at 
Community  Hospital  East  in  In- 
dianapolis in  1956  and  served  as 
chief  of  staff  there  from  1962  to 
1966.  He  was  senior  attending 
physician  at  the  hospital. 

Robert  M.  Vandivier,  M.D. 

Dr.  Vandivier,  83,  a retired  India- 
napolis internist,  died  July  29.  He 
was  a resident  of  Danville. 

He  was  a 1937  graduate  of  the 
Indiana  University  School  of 
Medicine,  where  he  became  the 
first  full-time  member  of  the  de- 
partment of  medicine. 

Dr.  Vandivier  had  been  chief 
of  student  health  at  the  Indiana 
University  Medical  Center  three 
years  and  was  in  private  practice 
from  1945  to  1964.  He  was  presi- 
dent of  the  medical  staff  at  St. 
Vincent  Hospital  in  Indianapolis 
from  1957  to  1959.  □ 


In  memoriam:  Martin  J.  O’Neill, 

Dr.  O'Neill,  74,  a past  presi- 
dent of  the  Indiana  State  Medical 
Association,  died  July  14  at  Porter 
Memorial  Hospital  in  Valparaiso. 

He  was  a 1944  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a U.S.  Navy  vet- 
eran. 

Dr.  O'Neill,  who  was  a mem- 
ber of  the  ISMA  House  of  Del- 
egates 25  years  and  ISMA  presi- 
dent in  1982,  served  on  the  Indi- 
ana Medical  Licensing  Board  from 


M.D. 


1983-1990  and  was  former  presi- 
dent and  chairman  of  the  board  of 
Physicians  Insurance  Company  of 
Indiana.  He  was  former  director 
of  Emergency  Medical  Services 
and  chief  of  staff  at  Porter  Memo- 
rial Hospital,  past  president  of  the 
Porter  County  Medical  Society 
and  former  delegate  to  the  Ameri- 
can Medical  Association.  He  was 
named  a Sagamore  of  the  Wabash 
and  a Kentucky  Colonel.  □ 
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IU  receives  grant  to  study 
sexually  transmitted  diseases 

The  Indiana  University  Medical 
Center  (IUMC)  has  received  an 
award  from  the  National  Institute 
of  Allergy  and  Infectious  Diseases 
for  the  study  of  sexually  transmit- 
ted diseases. 

The  award  will  allow  research 
scientists  to  study  the  organisms 
causing  gonorrhea,  chlamydial 
infection  and  genital  herpes  and 
to  study  behavioral  interventions 
that  may  decrease  the  chance  of 
people  transmitting  these  diseases. 

The  Cooperative  Research 
Center  (CRC)  at  IUMC  will  con- 
duct a randomized  behavioral 
intervention  trial  to  reduce  recur- 
rent chlamydial  infection  as  a 
complement  to  their  more  basic 
projects.  The  CRC  also  plans  to 
link  this  work  to  some  of  their 
ongoing  studies  on  prevention  of 
HIV  infection.  IUMC  scientists 
will  conduct  the  studies  in  col- 
laboration with  scientists  at 
Northwestern  University  and  the 
University  of  Wisconsin. 

Alzheimer's  disease  focus  of 
cross-cultural  study 

The  Indiana  University  Medical 
Center  and  the  University  of 
Ibadan  in  Nigeria  will  cooperate 
in  a four-year  study  on  risk  fac- 
tors that  may  be  clues  to  the 
causes  of  Alzheimer's  disease. 

The  two  institutions  were 
awarded  about  $2.7  million  for 
the  study  from  the  National  Insti- 
tute on  Aging.  The  cross-cultural 
investigation,  the  first 
epidemiologic  study  designed  to 
determine  the  environmental  risk 
factors  for  Alzheimer's  disease, 
will  study  the  prevalence  and 
incidence  of  Alzheimer's  among 
African  Americans  in  Indianapolis 
and  Africans  in  Ibadan.  Benjamin 
Osuntokum,  M.D.,  the  Ibadan 
principal  investigator,  said  he  has 


not  seen  a single  carefully  docu- 
mented case  of  Alzheimer's  dis- 
ease in  Nigeria  during  his  30 
years  of  work  there. 

The  first  stage  of  the  two- 
stage  study  will  consist  of  a 
screening  interview  with  2,500 
randomly  selected  people  at  each 
site.  A subgroup  of  those 
screened  will  also  have  a full 
clinical  work-up.  After  one  year, 
interim  follow-up  examinations 
will  be  performed  on  patients 
having  dementing  disorders.  This 
will  help  document  the  course  of 


disease  and  determine  diagnosis 
in  questionable  cases. 

Cancer  society  sponsors 
annual  oncology  workshop 

The  American  Cancer  Society, 
Indiana  Division,  Marion  County 
Unit,  will  sponsor  its  16th  annual 
Midwest  Oncology  Workshop 
Oct.  4 at  the  Westin  Hotel  in  In- 
dianapolis. 

''The  Immune  System  ...  Piec- 
ing It  All  Together"  is  the  theme 
of  the  program,  designed  for 
health  care  professionals  inter- 


Magazines  without  tobacco  advertisements 

Physicians  interested  in  promoting  a smoke-free  environment 
can  stock  their  office  reception  areas  with  magazines  that  do  not 
contain  tobacco  advertisements.  In  response  to  Resolution  88-25, 
adopted  by  the  1988  ISMA  House  of  Delegates,  Indiana  medicine  is 
publishing  a list  of  magazines  that  do  not  contain  tobacco  advertise- 
ments. 

Magazines  without  tobacco  advertisements  include:  Adirondack 
Life,  Air  & Space,  Alaska  Magazine,  American  Baby,  American  Health, 
American  Heritage,  American  History  Illustrated,  Animal  Kingdom,  Ari- 
zona Highways,  Audubon,  Aviation  Week  & Space  Technology,  Back- 
packer, Bicycling,  Boy's  Life,  Business  Week,  Consumer  Reports,  Cyclist, 
Dance  Magazine,  Diabetes  ‘89,  Diabetes  Forecast,  Down  East  Magazine, 
Farm  Journal,  Fishing  Facts,  The  Futurist,  Golf  Illustrated,  Good  House- 
keeping, Hadassah  Magazine,  Harvard  Business  Review,  Harvard  Medical 
School  Health  Letter,  Health,  Highlights  for  Children,  Historic  Preserva- 
tion, Horticulture,  Humpty  Dumpty's  Magazine,  International  Travel 
Neivs,  Isaac  Asimov's  Science  Fiction,  Jack  and  Jill,  MAD  Magazine, 
Maine  Fish  & Wildlife,  Maine  Life  Magazine,  Mayo  Clinic  Health  Letter, 
Medical  Selfcare,  Model  Railroader,  Modern  Maturity,  Montana  Maga- 
zine, Mother  Earth  News,  Mother  Jones,  Nation,  National  Geographic, 
National  Parks  Journal,  Nation's  Business,  Natural  History,  The  Neiv 
Yorker,  North  American  Review,  Nutrition  Action  Healthletter,  Oceans, 
Old  House  Journal,  Organic  Gardening,  Parenting,  Parents  Magazine, 
Personal  Computing,  Petersen's  Hunting,  Popular  Communications,  Pre- 
vention, Railfan  and  Railroad,  Ranger  Rick,  Reader's  Digest,  Runner's 
World,  Sail,  Saturday  Evening  Post,  Science,  Science  News,  The  Sciences, 
Scientific  American,  Sesame  Street,  Seventeen,  Sierra,  Smithsonian,  Sports 
Afield,  Stork,  Sunset  Magazine,  Theatre  Crafts,  Travel  Holiday,  Utah 
Holiday,  Vegetarian  Times,  Venture  Magazine,  Vermont  Life,  The  Wash- 
ington Monthly,  Western  Outdoors,  Writer's  Digest  and  Yankee.  □ 
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ested  in  updating  their  oncology 
knowledge.  The  registration  fee  is 
$45. 

For  more  information,  contact 
the  American  Cancer  Society,  P.O. 
Box  78038,  Indianapolis,  IN  46268, 
(317)  879-4100. 

IU  gets  $10  million  for  cancer 
research  facility 

The  Indiana  University  Medical 
Center  in  Indianapolis  has  re- 
ceived a $10  million  federal  con- 
tribution toward  the  construction 
of  a cancer  research  facility.  The 
funding,  requested  by  U.S.  Rep. 
John  Myers,  will  be  matched  by 
nonfederal  sources. 

The  new  building  will  be  lo- 
cated near  the  other  major  re- 


search facilities  of  the  medical 
center  and  will  allow  Indiana  to 
participate  in  the  solution  of  basic 
problems  relating  to  these  dis- 
eases. 

Funding  for  the  research  facil- 
ity is  contained  in  the  fiscal  year 
1992  appropriations  for  energy 
and  water  development  and  is  to 
be  funded  by  the  Department  of 
Energy,  which  has  jurisdiction 
over  many  research-related  issues. 

Audiocassettes  offer  tips  on 
financial  planning 

Financial  planning  ideas  are  avail- 
able direct  to  physicians  through  a 
new  product  called  Fresh  Advice. 
Published  by  the  American  Medi- 
cal Association  and  Planning  Fo- 


cus, a Redmond,  Wa., -based  pub- 
lisher of  legal  educational  pro- 
grams for  businesses  and  their 
professional  advisers,  the  product 
features  12  practice  and  personal 
financial  management  discussions 
on  audiocassette  tapes. 

Discussions  range  from  12  to 
38  minutes.  Topics  include  how 
to  fire  the  difficult  employee,  tech- 
niques to  protect  personal  assets 
from  malpractice  claims,  eliminat- 
ing retirement  plan  headaches  and 
estate  planning. 

The  Fresh  Advice  library,  pack- 
aged in  a book-sized  binder,  is 
$159  for  AM  A members  and  $169 
for  nonmembers.  To  order,  call 
the  AM  A at  1-800-621-8335  and 
request  NL372491.  □ 


Worryproof  Your  Retirement 

Will  you  be  able  to  pay  for  your  retirement ? 

Living  expenses,  insurance,  taxes...  The  cost  of  living  increases 
every  year.  On  a fixed  income,  you  have  to  consider  the  effects  of 
inflation,  and  the  possibility  of  a long  life  after  retirement. 

Let  AM  A Investment  Advisers  help  you  plan  to  maintain  your 
lifestyle  throughout  retirement.  Attend  our  one-day  financial  plan- 
ning workshop  on: 

Investment  and  Retirement  Planning 

Learn  how  to  make  the  right  choices  when  confronted  with 
inflation,  investment  alternatives,  rising  health  care  costs  and  estate 
planning  issues.  Find  out  about  retirement  fund  distribution  op- 
tions, their  tax  consequences  and  which  option  is  right  for  you. 

For  free  information  or  to  register,  call  1-800-262-3863.  Seat- 
ing is  limited,  so  call  today! 

The  fee  is  $175  for  AMA  Members  ($195  for  Non-Members).  The 
fee  includes  lunch,  workbook,  individual  retirement  analysis  and  per- 
sonal planning  consultation.  Spouses  may  attend  at  no  extra  cost. 


Upcoming 

Seminars: 

October  9 

Chicago,  IL 

October  16 

Northbrook,  IL 

October  23 

Lansing,  IL 


AMA  Investment 
Advisers,  Inc. 

The  Financial  Services  and 
Investment  Counseling 
Organization  Owned  by  the 
American  Medical 
v Association.  , 
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Dr.  George  E.  Hutter  has 

been  named  assistant  director  of 
outpatient  services  for  the  St. 
Vincent  Hospital  Family  Practice 
Residency  Program  in  Indianapo- 
lis. 

Dr.  James  A.  Ray  of 

Bloomington  was  named  the  1991 
Family  Physician  of  the  Year  at 
the  annual  banquet  of  the  Indiana 
Academy  of  Family  Physicians 
(IAFP);  the  award  is  given  to  rec- 
ognize outstanding  contributions 
in  patient  care  and  community 
activities.  Dr.  Glen  Hoy 
Speckman  of  Indianapolis  re- 
ceived the  IAFP  Distinguished 
Public  Service  Award  for  his  in- 
volvement in  community  and 
public  service.  Dr.  Raymond  W. 
Nicholson  Jr.  of  Evansville  re- 
ceived the  IAFP  A.  Alan  Fischer 
Award,  presented  for  outstanding 
contributions  to  education  for 
family  practice  in  undergraduate, 
graduate  and  continuing  educa- 
tion programs.  Dr.  Kenneth  E. 
Bobb  of  Seymour  received  the 
IAFP  Lester  Bibler  Award,  making 
him  the  only  IAFP  member  to 
receive  this  award  twice;  the 
award  recognizes  long-term  dedi- 
cation and  leadership  toward  fur- 
thering the  development  of  family 
medicine  in  Indiana. 

Dr.  James  A.  Hall,  a 
Logansport  obstetrician  and  gyne- 
cologist, was  the  featured  pre- 
senter at  grand  rounds  at  the  Uni- 
versity of  Southern  California 
Medical  Center,  Department  of 
Obstetrics  and  Gynecology,  in  Los 
Angeles,  Calif.;  he  spoke  on  the 
management  of  breast  cancer  in  a 
private  gynecological  practice. 

Dr.  Geeta  Bisht  has  opened  a 
child  and  adolescent  psychiatric 
practice.  Neuropsychiatric  Associ- 
ates, P.C.,  at  7030  Pointe  Inverness 
Way  in  Fort  Wayne. 

Dr.  Ross  Egger  has  opened  a 
family  practice  at  the  Middletown 


Physician  Recognition  Award  recipients 


The  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
acceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


Borenstein,  Aaron,  Fort  Wayne 
Bowman.  John  A.,  Kokomo 
Broadie,  Thomas  A.,  Indianapolis 
Burk,  David  A.,  Indianapolis 
Clark,  Eric  D.,  Plainfield 
Fisher,  Philip  E.,  Granger 
Graham,  Nelson  V.,  Evansville 
Helm,  Robert  J.,  Elwood 
Lomas,  John  N„  Indianapolis 
McCann,  James  P.,  Wabash 
Muhler,  Joseph  C.,  Fort  Wayne 


Reihman,  Dana  H.,  Richmond 
Serwatka,  James  A..  South  Bend 
Sklenarz,  Krystyna  M.,  Merrillville 
Slack,  John  D.,  Indianapolis 
Sneary,  Max  E.,  Avilla 
Souder,  Mark  S.,  Auburn 
Sprecher,  James  J.,  LaPorte 
Tran,  Lau,  Lyons 
Watson,  Leo  G.,  Kokomo 
Wells,  William  R.,  Princeton 


Health  Center  of  Saint  John's  in 
Anderson. 

Dr.  Ronald  T.  Rolley,  a gen- 
eral and  vascular  surgeon,  has 
relocated  his  main  office  in 
Lafayette  to  100  Saw  Mill  Rd. 

Dr.  Fred  Spottsville  Jr.  has 
joined  Nassser,  Smith  & Pinkerton 
Cardiology  and  will  practice  at 
the  group's  office  at  The  Heart 
Center  of  Anderson. 

Dr.  F.  Brian  Gibson  has 
joined  Perkins  Facial  Plastic  Sur- 
gery in  Indianapolis  to  complete  a 
year  of  specialized  facial  plastic 
and  reconstructive  surgery  train- 
ing through  a special  fellowship 
program  of  the  American  Acad- 
emy of  Facial  Plastic  and  Recon- 
structive Surgery. 

Drs.  Mark  R.  Freije  and  Barry 
K.  Hull  have  opened  a family 
practice  office  at  5302  E.  Washing- 
ton St.  in  Indianapolis. 

Dr.  Lucien  A.  Lewis,  a Gary 
pediatrician,  received  a Distin- 
guished Service  Award  from 
Methodist  Hospitals  in  Lake 
County. 

Dr.  C.  Kurt  Alexander,  a 


Muncie  internist,  and  Dt.  James  P. 
Beck,  a Washington,  Inch,  inter- 
nist, were  elected  to  fellowship  in 
the  American  College  of  Physi- 
cians. 

Dr.  Thomas  L.  Sevier  was 

named  medical  director  of  Central 
Indiana  Sports  Medicine  in 
Muncie. 

Dr.  Joseph  J.  Onorato,  a 

Lafayette  internist,  was  named 
vice  president  of  medical  staff 
affairs  at  St.  Elizabeth  Hospital 
Medical  Center  in  Lafayette. 

Dr.  James  R.  Rohrer  of  Elnora 
has  retired  as  Daviess  County 
Health  Officer,  a position  he  held 
the  past  20  years. 

Dr.  David  G.  Pietz,  a Bluffton 
gastroenterologist,  retired  from 
the  Caylor-Nickel  Medical  Center 
after  practicing  there  34  years. 

Dr.  B.  Trent  Cooper  has  re- 
tired after  practicing  medicine  in 
Roanoke  36  years. 

Dr.  Paul  E.  Schmidt,  an  India- 
napolis cardiovascular  disease 
specialist,  was  named  chairman  of 
Butler  University's  board  of  trust- 
ees. 
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Dr.  James  B.  Steichen  of 

Hand  Surgery  Associates  in  India- 
napolis was  named  president  of 
the  board  of  American  Pianists 
Association. 

Dr.  James  D.  Reid,  a Marion 
ophthalmologist,  will  retire  Oct.  1; 
he  has  practiced  in  Marion  since 
1960. 

Dr.  Stephen  G.  Brueggeman 

of  Columbus  has  been  named  a 
diplomate  of  the  American  Board 
of  Ophthalmology. 

Dr.  Albert  E.  Weiss  has  re- 
tired after  33  years  as  a Michigan 
City  family  practitioner. 

Dr.  Robert  F.  Jackson,  a gen- 
eral surgeon,  was  elected  chief  of 
staff  of  Marion  General  Hospital. 
Also  elected  were  Dr.  David  C. 
Brandes,  a urological  surgeon, 
vice  president,  and  Dr.  Regino  B. 
Urgena,  an  anesthesiologist,  secre- 
tary. 

Dr.  Virgil  R.  Graber,  a 

Goshen  obstetrician  and  gynecolo- 
gist, has  retired. 

Dr.  Jessie  E.  Cooperider,  a 
Tipton  family  practitioner,  was 
named  to  the  board  of  directors  of 
the  Alumni  Association  at  the 
University  of  Health  Sciences  Col- 
lege of  Osteopathic  Medicine  in 
Kansas  City. 

Dr.  Michael  B.  Hoover,  a 

general  surgeon,  was  elected  to 
the  board  of  directors  at  Deacon- 
ess Hospital  in  Evansville. 

Dr.  Frank  A.  Beardsley  has 
retired  after  practicing  family 
medicine  in  Frankfort  36  years.  □ 

New  ISMA  members 
John  E.  Albrecht,  M.D.,  Clinton, 
internal  medicine. 

Harold  G.  Baker,  M.D.,  India- 
napolis, family  practice. 

Sook  Mie  Choi,  M.D., 


Mishawaka,  obstetrics  and  gyne- 
cology. 

Paul  M.  Dake,  M.D.,  Michi- 
gan City,  family  practice. 

Annemarie  P.  De  Santo, 

M.D.,  Indianapolis,  general  sur- 
gery. 

Marcus  S.  Deranian,  M.D., 
Kokomo,  ophthalmology. 

William  P.  Deschner,  M.D., 
Fort  Wayne,  cardiovascular  sur- 
gery. 

Stephen  B.  Freeman,  M.D., 
Indianapolis,  head  and  neck  sur- 
gery. 

Harry  C.  Harvey  III,  M.D., 
Newburgh,  family  practice. 

Timothy  A.  Hupfer,  M.D., 
Indianapolis,  orthopaedic  surgery. 

Renato  V.  La  Rocca,  M.D., 
Louisville,  Ky.,  oncology. 

Stanley  Lowenbraun,  M.D., 
Jeffersonville,  oncology. 

Steven  M.  Meyer,  M.D., 

South  Bend,  ophthalmology. 

Elizabeth  A.  Miller,  M.D., 
Shelbyville,  general  practice. 

Shahid  T.  Muftri,  M.D., 
Evansville,  cardiovascular  dis- 
eases. 

Riley  Perry-Lloyd,  M.D.,  In- 
dianapolis, obstetrics  and  gynecol- 
ogy- 

M.M.  Rajendran,  M.D.,  Roch- 
ester, diagnostic  radiology. 

Robert  W.  Swan,  M.D.,  India- 
napolis, obstetrics  and  gynecol- 
ogy- 

Brenda  A.  Troyer,  M.D., 
Evansville,  obstetrics  and  gynecol- 
ogy- 

Bradley  A.  Weinberg,  M.D., 
Indianapolis,  cardiovascular  dis- 
eases. 

Residents 

Curtis  M.  Bejes,  M.D.,  Wabash, 
family  practice. 

Charles  D.  Blanke,  M.D., 


Indianapolis,  hematology. 

David  P.  Davis,  M.D.,  Terre 
Haute,  family  practice. 

Charlotte  M.  Dugan,  M.D., 
Noblesville,  otolaryngology. 

Mark  R.  Freije,  M.D.,  India- 
napolis, family  practice. 

Floyd  B.  Gibson,  M.D.,  India- 
napolis, otolaryngology. 

Gregory  A.  Haley,  M.D., 
Lebanon,  psychiatry. 

Barry  K.  Hull,  M.D.,  India- 
napolis, family  practice. 

Steven  M.  James,  M.D.,  India- 
napolis, neurological  surgery. 

Keith  R.  Knuth,  M.D.,  India- 
napolis, ophthalmology. 

Michael  S.  La  Rosa,  M.D., 
Indianapolis,  family  practice. 

Lori  A.  Lynch,  M.D.,  India- 
napolis, anatomic/clinic  pathol- 
ogy- 

Robert  G.  Matheny,  M.D., 
Indianapolis,  cardiovascular  sur- 
gery. 

Jefferson  M.  Qualls,  M.D., 
New  Whiteland,  family  practice. 

Kelly  Rhoadarmer,  M.D., 
Indianapolis,  psychiatry. 

Robert  M.  Schweitzer,  M.D., 
Indianapolis,  psychiatry. 

Himanshu  Shah,  M.D.,  India- 
napolis, diagnostic  radiology. 

Kevin  A.  Short,  M.D.,  India- 
napolis, radiology. 

Paul  F.  Siami,  M.D.,  Evans- 
ville, urological  surgery. 

Curtis  C.  Stautz,  M.D.,  Evans- 
ville, diagnostic  radiology. 

John  M.  Walker,  M.D.,  India- 
napolis, family  practice. 

David  D.  Whang,  M.D.,  Fort 
Wayne,  cardiovascular  diseases. 

Jeffrey  K.  Wilson,  M.D., 
Kokomo,  family  practice. 

Susan  D.  Wyatt,  M.D., 
Logansport,  family  practice.  □ 
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MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 
exist  both  within  and  outside  Indi- 
ana. Call  Patti  Quiring  at  work, 
(317)  841-7575,  or  at  home,  (317) 
823-4746.  Patti  is  a physician  re- 
cruiter for  Quiring  Associates,  an 
executive  search  firm  headquar- 
tered in  Indianapolis. 

REAL  ESTATE  - Exclusive  30-acre 
site.  720  feet  of  Lake  Michigan 
non-eroding  beach  frontage  X 
approximately  1 ,800  feet  deep. 
Ideal  for  medical  retreat  or  asso- 
ciation compound.  Set  up  and 
approved  to  accommodate  eight 
estate-sized  sites  if  interested  in 
subdividing.  Can  have  private 
gated  entry.  $2,500,000.  Two  3/4 
hours  from  Chicago.  One  1/4 
hours  from  South  Bend.  Three  min- 
utes from  1-196/31  Expressway  at 
South  Haven,  Mich.  For  informa- 
tion, call  (219)  291-9717  or  write 
Joe  Hickey,  1313  Erskine  Manor  Hill, 
South  Bend,  IN  46614.  This  is  d first- 
time offering. 

INDIANA  - OBSTETRICIAN  Gyne- 
cologist group  or  solo  practice. 
North  central  Indiana  community 
of  40,000.  Service  area  of  more 
than  85,000.  235-bed  JCAHO- 
accredited  acute  care  hospital. 
Excellent  educational,  cultural  and 
recreational  opportunities.  Easy 
access  to  major  metro  area. 
Board-certified  (or  eligible)  appli- 
cants contact  G.R.  Stubbs,  Assis- 
tant Administrator,  Marion  General 
Hospital,  Wabash  at  Euclid  Ave., 
Marion,  IN  46952,  (317)  662-4775. 

REFURBISHED  EQUIPMENT  - Pelton 
Crane  Ultraclave,  recording  ther- 
mometer, waranty,  $6,200. 
Hewlett-Packard  heart  monitors, 
defibs  dnd  print-out.  Ohio  anes- 
thesia machines:  Forreger,  copper 
kettle  with  ethrane  and  fluothane, 
vaporizers.  Fluothane  vaporizers, 
Mark  II,  $300  each.  Ohio  vapor- 
izer, isoflurane,  $475  each.  Coulter 
counter,  CBC-4  with  hemoglobin, 
excellent  condition,  worranty.  Suc- 
tion pumps.  Electrosurgical  units. 
O.R.  lights.  One  electric  and  one 
hydraulic  tcble.  Ultrasonic  instru- 


ment cleaner,  warranty.  Swift 
microscope,  professionally  refur- 
bished. Call  or  write  Bernard  Medi- 
cal Resources,  1555  Dixie  Highway, 
Covington , KY  4 1 0 1 1 , (606)  58 1 - 
5205. 

FOR  SALE  BY  OWNER  - Deeded 
property  share  on  Lake  Freeman, 
Monticello,  Ind.  Cottage  and 
wooded  park  for  recreational  ve- 
hicle. Plenty  of  activities,  use  of 
the  lake  and  clubhouse  for  mem- 
bers only.  Call  (317)  778-2129  or 
(317)  778-3771. 

OCCUPATIONAL  MEDICINE  - Na- 
tionally recognized  OM  clinic  spe- 
cializing in  occupational,  preven- 
tive and  rehabilitative  medicine 
has  opportunity  for  staff  physician. 
Competitive  salary  and  benefits. 
BC/BE  in  OM  or  equivalent  experi- 
ence preferred.  Low-crime  area 
45  minutes  south  of  Indianapolis. 
Noted  for  excellent  schools  and 
recreation.  Send  resume  to  John 
Rodway,  M.D.,  Corporate  Medical 
Director,  Cummins  Engine  Co.,  605 
Cottage  Ave.,  Columbus,  IN  47201. 
Telephone:  (812)  377-6020.  Fax: 
(812)  377-6024. 

EMERGENCY  MEDICINE  - Expand- 
ing emergency  medicine  contract 
group  needs  physician  for  north- 
east Indiana  hospital.  Competitive 
salary  and  benefits.  Contact  Pre- 
ferred Medical  Management,  P.O. 
Box  1897,  Marion,  IN  46952. 

COMPLETE  COMPUTER  IMAGING 

system  for  sale.  Please  call  for 
information.  (317)  841-5420. 

FAMILY  PRACTICE,  OB-GYN  AND 
INTERNAL  MEDICINE  positions  are 
available  in  a variety  of  settings 
from  central  Ohio,  through  Michi- 
gan, Indiana,  Wisconsin  and  Illinois 
to  the  rolling  plains  of  Kansas. 

Single  or  multi-specialty  groups  or 
solo  with  call  coverage.  Attractive 
guarantees  and  benefits.  For 
more  information,  please  call  our 
toll-free  number,  1-800-243-4353,  or 
send  your  CV  to  STRELCHECK  & 
ASSOCIATES,  INC.,  10624  N.  Port 
Washington  Road,  Mequon,  Wl 


53092. 

ARE  YOU  SEEKING  A POSITION  in 

neonatology,  orthopaedics,  der- 
matology, allergy,  radiology  or 
general/vascular  surgery?  We 
have  openings  in  Ohio,  Michigan, 
Missouri,  Wisconsin  and  Nebraska. 
Attractive  guarantees  and  benefit 
packages.  Single  or  multi-specialty 
groups.  To  discuss  your  practice 
preferences  and  these  opportuni- 
ties, please  call  our  toll-free  num- 
ber, 1-800-243-4353,  or  send  your 
CV  to  STRELCHECK  & ASSOCIATES, 
10624  N.  Port  Washington  Road, 
Mequon,  Wl  53092. 

PRIMARY  CARE  - FP,  IM,  GS,  pedi- 
atrics. Hospital-sponsored  inde- 
pendent practices.  Progressive 
community  hospital,  58  beds  with 
24-hour  ED,  CT,  MRI,  new  ICU,  ex- 
tensive specialties  clinics,  excellent 
local  medical  staff  support.  Guar- 
anteed base  income,  malpractice 
insurance,  office  and  staff,  billing 
and  collections.  Tremendous 
growth  potential.  High-quality 
health  care  delivery.  Located  in 
historic  Rush  County,  50  minutes 
from  Indianapolis.  Excellent 
schools,  churches,  recreation,  in- 
dustry and  community  services. 
Contact  D.  M.  Duncan,  M.D.,  Rush 
Memorial  Hospital,  1300  N.  Main 
St.,  Rushville,  IN  46173,  (317)  932- 
4111. 

FOR  SALE  - One  new,  unused 
Dupont  Analyst  bench-top  chemis- 
try system.  Includes  lipid  rotator, 
dilutor  and  operator's  manual. 

Call  (317)  293-7575  - daytime,  9:30 
a.m.  to  5 p.m.,  except  Wednes- 
day, or  (317)  251-5212  after  6 p.m. 

FAMILY  PRACTICE  - Hospital-spon- 
sored clinic  opportunity.  Dynamic, 
growth-oriented  hospital  in  beauti- 
ful north  central  Wisconsin  is  seek- 
ing family  physicians  to  join  a 
growing  practice  in  a new  facility. 
The  administrative  burdens  of 
medical  practice  will  be  minimized 
in  this  hospital-managed  clinic. 

The  hospital  has  committed  to  an 
income  and  benefit  package  that 
is  significantly  higher  than  similar 
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opportunities.  Package  includes 
base  income,  incentive  bonus, 
malpractice,  disability,  signing 
bonus  and  student  loan  reduction/ 
forgiveness  program.  All  reloca- 
tion costs  will  be  borne  by  the 
hospital.  Please  contact  Kari 
Wangsness,  Associate,  The  Chan- 
cellor Group,  Inc.,  France  Place, 
Suite  920,  3601  Minnesota  Drive, 
Bloomington,  MN  55435,  (612)  835- 
5123. 

INTERNIST  OR  INTENSIVIST  - BC/BE. 
To  join  a busy  four-man  practice 
with  special  interest  in  hospital 
intensive  care,  plus  consultative 
and  primary  care  practice  in  the 
Indianapolis  area.  Will  offer  part- 
nership. Reply  to  Box  19616,  India- 
napolis, IN  46219. 

FAMILY  PRACTITIONERS/INTERNISTS 

- MetroHealth,  an  affiliate  of  Meth- 
odist Hospital  of  Indiana,  Inc.,  is 
seeking  board-certified/eligible 
family  practitioners  and  internists. 
Share  the  advantages  of  joining 
an  established  prepaid 
multispecialty  physician  group 
offering  an  ideal  blend  of  practice 
and  lifestyle,  paid  professional 
liability,  competitive  compensation 
and  fringe  benefit  packages.  Our 


practice  is  located  in  Indianapolis, 
a thriving  Midwest  community 
offering  a number  of  cultural,  edu- 
cational and  recreational  activi- 
ties. For  confidential  consider- 
ation, submit  curriculum  vitae  to 
MetroHealth  Physician  Recruit- 
ment, P.O.  Box  1367,  Indianapolis, 
IN  46206. 

POSITION  AVAILABLE  with  thriving 
three-clinic  urgency  care  corpora- 
tion. Practice  heavily  emphasizing 
industrial,  sports  medicine  and 
wellness  programs.  Regular  work 
week,  no  call.  Assistant  medical 
director  available.  Salary  and 
benefits  in  six  figures.  Contact  Dr. 
Dean  Elzey,  (219)  489-2772. 

EMERGENCY  MEDICINE  - Terre 
Haute,  Ind.  Local  multi-hospital 
group  seeking  full-time  career- 
oriented  emergency  physician  for 
position  in  small-  and  medium- 
volume  community  hospitals.  Flex- 
ible scheduling,  very  competitive 
compensation  package,  partner- 
ships available.  Send  CV  or  con- 
tact William  R.  Grannen,  Priority 
Health  Care,  P.C.,  7179  Lamplite 
Ct.,  Cincinnati,  OH  45244,  (513) 
231-0922. 


EMERGENCY  PHYSICIANS  WANTED  - 

For  Fayette  Memorial  Hospital  in 
Connersville,  Ind.  Will  consider  all 
physicians  with  emergency  medi- 
cine experience.  15,000  visits/year. 
Fee-for-service  group  does  its  own 
billing.  Hourly  compensation 
based  on  training,  experience  and 
qualifications.  Excellent  fringe 
benefit  package  includes,  life, 
health,  disability  and  malpractice 
insurance  plus  CME  allowance, 
ACEP  and  ISMA  dues,  pension 
plan  and  potential  bonus.  Con- 
tact Michael  D.  Bishop,  M.D., 
FACEP,  Emergency  Care  Physi- 
cians, 640  S.  Walker  St,,  Suite  A, 
Bloomington,  IN  47403,  (812)  333- 
2731. 

CENTRAL  INDIANA  - Physician- 
owned  emergency  group  accept- 
ing applications  for  full-time,  ca- 
reer-oriented emergency  physi- 
cians. Flexible  work  schedules  and 
excellent  benefit  package.  Part- 
time  and  directorship  positions  also 
available.  Send  CV  or  contact 
Midwest  Medical  Management, 
Inc.,  528  Turtle  Creek,  North  Drive, 
Suite  F-4,  Indianapolis,  IN  46227, 
(317)  783-7474.  □ 
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Mark  Your 
Calendars! 

Who:  ISMA  members 

What:  Annual  convention 

When:  Nov.  8-10,  1991 

Where:  Westin  Hotel  in 

downtown 
Indianapolis 

For  more  information:  Call 
Denise  Le  Doux  at  the  ISMA, 
(317)  261-2060  or  1-800-969- 
7545. 
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In  accepting  advertising  for  publication,  Indiana 
medicine  has  exercised  reasonable  precaution  to 
ensure  that  only  reputable,  factual  advertise- 
ments are  included.  However,  we  do  not  have 
facilities  to  make  comprehensive  or  complete 
investigation,  and  the  claims  made  by  advertis- 
ers in  behalf  of  goods,  services,  medicinal 
preparations,  apparatus  or  physical  appliances 
are  to  be  regarded  as  those  of  the  advertisers 
only.  Neither  sanction  nor  endorsement  of 
such  is  warranted,  stated  or  implied  by  the 
association. 


Are  you  moving? 


If  so,  please  send  change  of  address  to  the  Indiana  State  Medical  Association,  Membership  Department,  322  Canal  Walk, 
Indianapolis,  IN  46202-3252,  at  least  six  weeks  before  you  move. 

Name:  

LJ  Home 

Address:  -I  Office 
City: 

State: Zip: County: 

Office  phone: Home  phone: 

IMPORTANT  - Attach  mailing  label  from  your  last  copy  of  Indiana  medicine  here: 
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To  SEE  BEYOND 
THE  NEEDS  OF  TODAY... 


YOU  NEED  CALYX 

Calyx  provides  powerful  software 
solutions — written  to  manage  the 
changing  regulations  facing  the  modern 
medical  practice.  Easy  to  learn. 

Easy  to  use.  Easy  to  produce  results. 


A FLAGSHIP  COMPANY 

150  N.  Sunnyslope  Road,  Suite  375, 
Brookfield,  WI  53005 
Phone  (800)  558-2208 
Fax  (414)782-3182 


Van  Ausdall  & Farrar,  a specialist  in 
medical  practice  automation  for  over 
75  years,  has  teamed  up  with  Calyx  to 
provide  the  total  solution  to  your  prac- 
tice's needs.  For  more  information 
call  (317)  634-2913. 


VanAusdall 

uFarrar 

TOTAl  OFFICE 

AUTOMATION  " 

1214  North  Meridian  Street 
Indianapolis,  Indiana  46204 
Phone  (317)  634-2913 
Fax  (317)  638-1843 


A BRIGHT  IDEA 
TO  START  WITH 


Ian  m 

:i  i 


verapamil  WQ\& 


SUSTAINED-RELEASE  CAPLETS 


Address  medics!  inquiries  to: 
C.O.  Searle  & Co. 

Medical  & Scientific 
Information  Department 


\ EARLE  &DSearie&Co 


5 110.  Chicago.  IL  606SP 


N,E\.  JOIJRN  OF  MED 
1.0  SI-IAT TUCK  STREET 
BOSTON  MA 


ISMA 
A 142nd 
Annual 
Convention! 


OV  0 1 


Octbber  1 991 


SAFE 

HARBOR 


Smart  sailors  know  where  to  seek 
safe  harbor.  For  medical  liability 
protection,  Indiana  physicians  find 
safe  harbor  with  Physicians  Insurance 


Company  of  Indiana,  the  company 
formed  and  owned  by  the  Indiana 
State  Medical  Association  for  that 
purpose. 


pHv/icipn;  in/uRAnce 
comppnv  of  iriDiflnfl 


Indiana 
State  ^ 
Medical  ^ 
Association 


“Together,  We  Make  The  Difference ” 


8425  Woodfield  Crossing  Blvd.,  Suite  300  Indianapolis,  IN  46240  317/469-4100  800/284-7424 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5 4 mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  ami  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage 
Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patients  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 3 4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks  3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr  5.4  mg  in 
bottles  of  100  s NDC  53159-001-01  and  1000  s NDC 
53159-001-10. 
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■stethoscope 


Supreme  Court  rules  in 
Lawrance  right-to-die  case 

The  Indiana  Supreme  Court  ruled  Sept.  16  that  families  and  their 
physicians  - not  courts  and  special  interest  groups  - should  be  al- 
lowed to  make  health  care  decisions  for  loved  ones.  The  Supreme 
Court  agreed  to  hear  the  case  at  the  request  of  the  family  of  Sue  Ann 
Lawrance,  a 42-year-old  brain-damaged  Indianapolis  woman  whose 
family  wanted  to  end  her  artificial  nutrition  and  hydration. 

Lawrance,  who  died  July  18,  had  been  in  a persistent  vegetative  state 
the  past  four  years.  Her  parents  wanted  to  withdraw  artificial 
feedings,  but  a Christian  advocacy  group  for  the  disabled  challenged 
a lower  court  order  that  permitted  the  withdrawal  of  artificial 
feedings.  The  Indiana  Supreme  Court  eventually  decided  to  hear  the 
case  even  though  Lawrance  died  before  the  oral  arguments  were 
originally  scheduled  to  begin. 

Chief  Justice  Randall  Shepard  wrote  in  the  court's  4-1  decision,  "De- 
cisions concerning  withdrawal  of  treatment  are  not  necessarily  better 
decided  by  the  courts."  He  also  wrote,  "In  our  society,  health  care 
decision-making  for  patients  typically  transfers  upon  incompetence 
to  the  patient's  family.  ...  Most  Americans  want  the  decisions  about 
their  care,  upon  their  incapacity,  to  be  made  for  them  by  family  and 
physician,  rather  than  by  stranger  or  by  government." 

The  ISMA  filed  an  amicus  curiae  brief  in  the  case,  supporting 
Lawrance's  parents'  decision  to  stop  the  tube  feedings. 

AMA  issues  call  to  action  on 
sponsorship  of  HR  3070 

Physicians  are  being  asked  to  urge  their  congressional  representa- 
tives to  co-sponsor  HR  3070.  The  bill  would  impose  a legislative 
solution  that  will  achieve  all  of  the  AMA's  basic  objectives  on  the 
implementation  of  the  resource-based  relative  value  scale  (RBRVS), 
the  physician  payment  reform  legislation  enacted  in  1989.  Addi- 
tional congressional  sponsorship  is  being  sought  to  let  the  Health 
Care  Financing  Administration  know  that  its  proposed  implementa- 
tion plan  is  unacceptable  to  physicians.  Physicians  also  are  being 
asked  to  send  thank  you  letters  to  representatives  who  have  already 
become  co-sponsors.  Indiana  co-sponsors  at  Indiana  medicine  press 
time  were  Reps.  Andy  Jacobs  and  Frank  McCloskey. 

Evening  with  the  Stars'  theme 
of  ISMA  legislative  reception 

Make  plans  now  to  attend  "An  Evening  with  the  Stars,"  the  annual 
ISMA/IMPAC  legislative  reception.  The  event,  which  gives  physi- 
cians an  opportunity  to  discuss  issues  of  concern  to  medicine  with 
their  legislators,  will  be  from  6 to  8:30  p.m.  Wednesday,  Jan.  15,  at 
the  Hyatt  Regency  Hotel  in  downtown  Indianapolis.  All  ISMA 
members  and  members  of  the  Indiana  General  Assembly  are  invited. 
For  more  information,  call  Susan  Grant  at  the  ISMA,  (317)  261-2060 
or  1-800-969-7545.  □ 
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■ from  the  museum 


(Contemporary  travelers 
need  not  stray  too  far  from  their 
vacation  resorts  to  experience  the 
remarkable  stories,  interesting 
characters  and  fascinating  struc- 
tures that  comprise  medical  his- 
tory. 

"There  are  places  all  over  the 
country  that  contributed  to  the 
evolution  of  health  care,"  said 
Martin  R.  Lipp,  M.D.,  author  of 
Medical  Landmarks  USA:  A Travel 
Guide.  "No  matter  where  people 
go,  they  can  easily  integrate  medi- 
cal history  into  their  travels." 

During  the  annual  meeting  of 
the  Indiana  Medical  History  Mu- 
seum in  Indianapolis,  Dr.  Lipp 
will  explore  many  of  the  more 
than  600  historical  sites,  medical 
landmarks  and  diverse  museums 
that  tourists  may  visit.  The  meet- 
ing, which  is  open  to  the  public, 
will  be  held  from  2 p.m.  to  4 p.m. 
Sunday,  Oct.  20,  at  the  museum. 

Dr.  Lipp  will  discuss  the  hu- 
man element  that  helped  shape 
the  development  of  these  unique 
structures  and  sites.  The  colorful 
stories  will  enrich  any  tourist's 
experiences  while  visiting  the 
landmarks. 

For  example,  Philadelphia's 
numerous  historical  structures 
include  the  Pennsylvania  Hospi- 
tal, the  first  hospital  in  the  colo- 
nies. Originally  conceived  by 
Thomas  Bond,  M.D.,  in  the  1750s, 
the  idea  for  the  hospital  aroused 
little  enthusiasm  until  Benjamin 
Franklin  supported  the  project. 

Franklin  convinced  the  Penn- 
sylvania Assembly  to  contribute 
2,000  pounds  towards  the 
hospital's  construction  under  the 
condition  that  Franklin  match  that 
figure  by  soliciting  private  dona- 
tions. Franklin  later  recalled,  "I 
do  not  remember  any  of  my  po- 
litical manoeuvres  the  success  of 
which  gave  me  at  the  time  more 
pleasure;  or  that  in  afterthinking 


The  cover  of  Dr.  Martin  Lipp's 
travel  guide. 


of  it,  I more  easily  excused  myself 
for  having  made  the  use  of  cun- 
ning-" 

In  addition,  the  presentation 
will  highlight  the  compassion  and 
devotion  that  many  people  have 
exhibited  to  provide  health  care. 
The  Kalaupapa  National  Histori- 
cal Park  in  Hawaii  includes  the 
hospital,  the  doctor's  house,  the 
church  and  other  buildings  built 
by  Father  Joseph  Damien  after  he 
arrived  in  1873  to  address  the 
plight  of  people  with  leprosy. 

Lepers  were  confined  to  the 
peninsula  after  King  Kamehameha 
V signed  the  Act  to  Prevent  the 
Spread  of  Leprosy  in  1865.  How- 
ever, the  isolated  community, 
dominated  by  disease  and  hope- 
lessness, slowly  degenerated  until 
Father  Damien's  arrival. 

Gradually  winning  the  trust 
of  the  people,  Father  Damien 
worked  tirelessly  to  construct 
buildings,  run  fresh  water  lines, 


plant  crops,  bandage  the  patients' 
sores  and  care  for  the  spirit  of  his 
flock.  When  he  died  of  leprosy  in 
1889,  Father  Damien  had  demon- 
strated to  the  world  that  once 
again  love  can  provide  powerful 
medicine. 

Besides  discussing  the  histori- 
cal sites  and  people.  Dr.  Lipp  will 
recount  his  experiences  in  gather- 
ing the  information  for  his  book. 
After  the  presentation,  the  audi- 
ence can  meet  Dr.  Lipp  and  share 
their  travel  experiences  during  an 
informal  reception. 

People  attending  the  annual 
meeting  also  can  tour  the  Indiana 
Medical  History  Museum.  The 
facility  was  the  last  site  visited  by 
Dr.  Lipp  during  his  year-long  tour 
of  the  nation's  various  medical 
landmarks. 

"This  marvelous  museum  is 
quite  simply  without  peer  in  the 
entire  country,"  wrote  Dr.  Lipp  in 
Medical  Landmarks  USA:  A Travel 
Guide.  "What  sets  it  apart  from 
the  competition  is  not  its  collec- 
tion ...  but  rather  the  incredibly 
well-preserved  building  in  which 
the  collection  is  displayed." 

"The  stunning  fact  about  this 
building  is  that  it  is  all  still  there, 
essentially  in  the  same  condition 
as  at  the  turn  of  the  century,"  he 
continued.  "Nothing  was  torn  out 
and  replaced,  no  woodwork  was 
painted  over,  no  one  bothered  to 
bring  in  metal  desks  and  tables 
and  tear  out  all  the  built-ins.  This 
is  a pristine,  turn-of-the  century 
research  building." 

For  more  information  about 
the  annual  meeting,  call  the  Indi- 
ana Medical  History  Museum, 

(317)  635-7329.  Visitors  should 
enter  the  museum,  located  on  the 
grounds  of  Central  State  Hospital, 
from  the  museum's  entrance  at 
3045  W.  Vermont  St.  or  the 
hospital's  entrance  on  Warman 
Street.  □ 
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Recently  opened  in  the  James  Whitcomb  Riley  Hospital  for 
Children,  on  the  Indiana  University  Medical  School  campus  in 
Indianapolis,  The  Herman  B Wells  Center-a  20.000  square 
foot  facility  — now  houses  M.D.  and  Ph.D.  investigators  who 
focus  on  three  broad  areas  of  pediatric  research: 


Dr.  Ora  Pescovitz  leads  a group  of  scientists 
who  study  the  effects  of  hormones  on  fetal 
development. 


Dr.  Claire  Doerschuk,  and  other  scientists, 
are  concentrating  on  the  localization  of 
leukocytes  in  the  lung  during  infections. 


Dr.  David  Williams,  Scientific  Director  of 
the  Wells  Center,  leads  a group  who  are  in- 
vestigating the  development  of  normal  and 
leukemic  blood  cells  and  other  cancer  cells. 
This  group  also  is  involved  in  basic  studies 
that  will  lead  to  future  attempts  at  somatic 
gene  therapy. 


The  common  goal  of  research  conducted  in  the  Wells  Center  is 
a better  understanding  and  treatment  of  devastating  diseases 
that  affect  children...  a tradition  begun  at  Riley  Hospital 
in  1926. 

HERMAN  B WELLS  CENTER  FOR  PEDIATRIC  RESEARCH 
JAMES  WHITCOMB  RILEY  HOSPITAL  FOR  CHILDREN 
Indiana  University  Medical  Center 
Indianapolis,  Indiana 


... 
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■cme  calendar 


The  Ear  Institute 

Oct.  18-19  - Family  Practice  Up- 

port, Indianapolis.  For  more  in- 

The Ear  Institute  of  Indiana  will 

date  in  Cardiology: 

formation,  call  Lynn  Morton  or 

sponsor  Otology  Update  1991  at 

Emphasis  on  Office 

Cherie  Huser  at  (317)  290-2000  or 

the  Community  Hospital  Profes- 

Practice, Krannert 

1-800-875-6640. 

sional  Building  in  Indianapolis 

Institute  of  Cardiol- 

Oct. 30. 

ogy,  Indianapolis. 

Methodist  Hospital 

For  details,  call  George 

Oct.  25  - Second  Annual 

Methodist  Hospital  of  Indiana  will 

Hicks,  M.D.,  course  director,  (317) 

Anxiety  Update, 

sponsor  the  following  courses: 

842-4757  or  1-800-522-0734. 

University  Place 

Oct.  17-18  - 12th  Annual  Harold 

Conference  Center 

C.  Ochsner,  M.D., 

Indpls.  Regional  Heart  Center 

and  Hotel,  India- 

Radiology Lecture, 

The  Indianapolis  Regional  Heart 

napolis. 

Methodist  Hospital, 

Center  will  sponsor  these  CME 

Nov.  8-9  - Wound  Management 

Radiology  Class- 

courses: 

For  Health  Care 

room,  Indianapolis. 

Oct.  17  - Cardiology  Grand 

Providers,  Radisson 

Oct.  21-22  - AmbuQual  Users 

Rounds,  Updates  in 

Hotel,  Keystone  at 

Conference,  Days 

Cardiac  Surgery, 

the  Crossing,  India- 

Inn at  the  Airport, 

Catterhous, 

napolis. 

Indianapolis. 

Martinsville. 

Nov.  14-15-  Garceau  Wray  Lec- 

Nov. 1-2  - Advanced  Cardiac 

Oct.  19  - Risk  Factor  Identifi- 

tures, Indiana  Uni- 

Life Support  Course, 

cation  and  Manage- 

versity Medical  Cen- 

Methodist Hospital, 

ment  Conference, 

ter,  Indianapolis. 

Wile  Hall,  India- 

The Murat  Shrine, 

Nov.  18-22-  Second  Annual 

napolis. 

Indianapolis. 

Comprehensive 

Nov.  6 - Practical  Topics  in 

Nov.  12  - Cardiology  Grand 

Transthoracic  & 

the  Care  of  the  Eld- 

Rounds: Athletes 

Transabdominal  Fine 

erly:  Lester  Bibler 

and  Heart  Disease, 

Needle  Aspiration 

Day,  Methodist  Hos- 

Holiday Inn  South, 

Biopsy  Cytology, 

pital,  Petticrew  Au- 

Indianapolis. 

University  Place 

ditorium,  Indianapo- 

Nov. 12-13-  Nursing  Cardiac 

Conference  Center 

lis. 

Refresher  Program, 

and  Hotel,  India- 

Nov. 15-16-  Advanced  Trauma 

Indianapolis  Re- 

napolis. 

Life  Support  Course, 

gional  Heart  Center 

Dec.  6-7  - Facial  Plastic  Surgery 

Methodist  Hospital, 

at  St.  Francis  Hospi- 

Seminar, Indiana 

Wile  Hall,  India- 

tal, Indianapolis. 

University  Medical 

napolis. 

Dec.  3-4  - Nursing  Cardiac 

Center,  Indianapolis. 

Nov.  20  - Annual  Pediatric 

Refresher  Program, 

For  more  information,  call 

Critical  Care  Sympo- 

Indianapolis Re- 

Sheryl King,  (317)  274-8353. 

sium:  Pharmacol- 

gional Heart  Center 

ogy,  Methodist  Hos- 

at St.  Francis  Hospi- 

Rehabilitation medicine 

pital  of  Indiana,  Wile 

tal,  Indianapolis. 

The  Indiana  Center  for  Rehabilita- 

Hall #320,  India- 

For more  information,  call 

tion  Medicine  and  the  Indiana 

napolis. 

Brandon  Roger  or  Marsha  Breen, 

Society  of  Physical  Medicine  and 

Dec.  4 - Annual  Toxicology 

(317)  783-2776. 

Rehabilitation  will  co-sponsor  a 

Seminar,  Westin 

full  day  conference  titled  "Office 

Hotel,  Indianapolis. 

Indiana  University 

Management  of  Common  Muscu- 

For more  information,  call 

The  Indiana  University  School  of 

loskeletal  Problems." 

Dixie  Estridge,  (317)  929-8215.  □ 

Medicine  will  sponsor  these 

The  conference  will  be  held 

courses: 

Nov.  20  at  the  Holiday  Inn  Air- 
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scientific  contributions 


The  effect  of  radon  on 
human  health 


Abstract 

Recently,  physicians  have  had  to  come  to  grips  with  the  issue  of 
indoor  radon.  Patients  and  friends  are  asking  whether  there  are  risks  to 
elevated  levels  in  homes  and  commercial  dwellings.  This  article  sum- 
marizes current  information  and  helps  physicians  respond  to  inquiries 
from  patients. 

V J 


Guy  F.  Perry,  M.D. 

Indianapolis 

'The  concept  that  radon  may 
present  an  environmental  risk  to 
the  general  public  has  caused 
much  alarm  in  the  past  five  years. 
The  concept  is  even  more  difficult 
to  grasp  because  the  potential  risk 
involves  a hazard  that  does  not 
trigger  any  of  our  senses.  We 
cannot  taste,  smell  or  see  it. 

Radon  is  an  inert  gas  and  the 
natural  background  product  of 
uranium.  It  is  present  naturally  in 
soil  and  can  be  found  in  soils  with 
rocks  containing  granite,  shale 
and  phosphate.'  It  also  has  been 


found  elevated  in  soils  contami- 
nated with  radioactive  waste. 

Radon  has  a half-life  of  ap- 
proximately four  days.  The 
breakdown  products  of  radon 
("radon  daughters"  - polonium- 
218  and  polonium-214)  are  re- 
sponsible for  the  cancer-causing 
effects  (Figure  1).  These  products 


emit  alpha  particles  that  attack 
and  alter  the  bronchial  epithelium 
when  inhaled.  The  outdoors  pre- 
sents little  risk  because  of  the 
dilution  of  radon  with  the  atmo- 
sphere. The  risk  occurs  with  con- 
finement in  enclosed  spaces,  par- 
ticularly homes.  Families  exposed 
for  more  than  eight  hours  a day 
are  a particular  concern.2 

Lung  cancer  is  the  most  seri- 
ous health  risk  related  to  radon  i 

exposure.  Estimates  of  the  risk  of 
lung  cancer  come  from 
epidemiologic  and  autopsy  stud- 
ies of  uranium  miners  in  Europe 
in  the  early  20th  century.3 

The  Environmental  Protection 
Agency  (EPA)  estimates  that  up  to 
20,000  lung  cancer  deaths  are  due 
to  radon  exposure,  out  of  approxi- 
mately 140,000  annual  lung  cancer 
deaths.4  The  risk  depends  on  the 
level  of  radon  exposure  and  the 
length  of  exposure  time.  Cigarette 
smoking  causes  approximately 
90%  of  lung  cancer  cases.  The 
interaction  between  radon  and 
cigarette  smoke  is  unknown. 

The  EPA  began  studies  in  the 
mid  1980s  after  preliminary  data 
showed  elevated  levels  of  radon  4 

in  eastern  Pennsylvania.1  Indiana 


Figure  1:  Simplified  uranium  - 238  series.  Because  it  has  a relatively 
long  half-life  (3.8  days),  is  chemically  inert,  is  a gas  and  gives  off  a rela- 
tively large  and  heavy  alpha  particle  during  its  decay  process,  radon-222 
constitutes  the  greatest  health  hazard  to  the  general  population.  From 
Tanner  (1986). 
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Table 

1988  Indiana/EPA  indoor  radon  survey 
Distribution  of  indoor  radon  screening  measurements 

Radon  levels.  Percent  of  houses 

pCi/L  with  these  levels* 

<4 74 

4 - 20 24 

> 20 2 

Average  level 3.6 

Number  of  houses  measured 1,217 


* There  is  a 95%  certainty  that  these  values  represent  homes  in 
Indiana  within  three  percentage  points. 


was  one  of  seven  states  included 
in  the  State/U.S.  EPA  Radon  As- 
sistance Monitoring  Program. 
Approximately  1,200  tests  were 
performed  during  the  1987-88 
heating  season  using  charcoal 
canisters.  Twenty-six  percent  of 
the  homes  tested  exceeded  the 
EPA  action  level  of  4.0  pCi/L 
(picocuries/liter)  (Table).  Nation- 
ally, more  than  one-third  of  the 
houses  exceeded  the  EPA  action 
level.4  The  EPA  administrator 
recommended  that  all  homes  be 
checked.  The  EPA  serves  only  as 
an  advisor  and  has  no  regulatory 
role  over  indoor  air  quality. 

The  amount  of  radon  that 
may  be  present  in  dwellings  var- 
ies greatly.  Homes  on  the  same 
street  may  have  different  radon 
levels.  The  radon  level  depends 
mainly  on  the  content  of  radioac- 
tive materials  in  the  soil  near  the 
foundation.  Various  materials 
and  methods  used  in  construction 
may  contribute  to  the  radon  con- 
tent. Radon  can  enter  homes 
through  cracks  in  the  foundation, 
floor  drains,  sump  pumps  and 
water  and  sewage  pipes.  Poor 
ventilation  can  cause  excess  radon 
build-up,  and  negative  atmo- 
spheric pressure  in  homes  allows 
. radon  to  enter  from  surrounding 
soil.  These  factors  must  be  ad- 
dressed to  reduce  radon  levels. 

Homeowners  can  detect  el- 
evated levels  of  radon  with  com- 
mercially available  test  kits.  The 
EPA  has  published  guidelines  for 
homeowners  concerning  detec- 
tion4 and  reduction.5  Radon  de- 
tection initially  is  performed  with 
a charcoal  canister,  available  from 
| most  discount  and  hardware 
stores  for  $15  to  $20.  The  canister 
should  be  placed  in  the  lowest 
level  of  the  house  (i.e.,  basement), 
preferably  in  the  winter  when 
indoor  ventilation  is  the  least  and 
a truer  reading  occurs.  After 


three  to  seven  days,  the  kit  is  sent 
to  the  manufacturer  for  a reading. 
If  the  results  show  that  the  level  is 
greater  than  4.0  pCi/L,  further 
testing  using  the  alpha-track  de- 
tection method  should  be  per- 
formed. The  detector  is  a small 
sheet  of  special  plastic  material 
enclosed  in  a container  with  a 
filter-covered  opening.  After 
three  to  12  months  of  exposure, 
the  plastic  material  with  the  alpha 
tracks  is  chemically  enhanced  and 
measured  by  the  manufacturer  or 
laboratory. 

If  screening  levels  are  less 
than  the  EPA  action  level  of  4 
pCi/L,  nothing  further  should  be 
done.4  If  levels  are  greater  than  4 
pCi/L  and  less  than  20  pCi/L,  the 
EPA  recommends  that  mitigation 
occur  within  a few  years.  Levels 
greater  than  20  pCi/L  should  be 
mitigated  within  several  months. 
According  to  the  EPA,  the  higher 
the  concentration,  the  greater  the 
risk  of  lung  cancer. 

Several  factors  complicate  the 
urgency  with  which  mitigation 
should  occur.  EPA  studies  are 


performed  on  the  lowest  levels  of 
dwellings  where  radon  levels  are 
expected  to  be  the  highest.  Most 
people  do  not  live,  sleep  or  spend 
much  time  in  their  basements. 
Clearly,  the  greatest  risk  for  lung 
cancer  is  cigarette  smoking.  The 
role  of  passive  smoke  concerning 
lung  cancer  has  received  increas- 
ing attention.67  How  many  chil- 
dren live  in  the  home?  If  there  are 
elevated  levels  of  radon,  children 
would  be  exposed  for  a longer 
period  of  time  and  may  develop 
adverse  effects  of  radiation.  The 
amount  of  time  spent  in  the  home 
is  another  factor.  If  a person 
spends  minimal  time  in  the  home, 
the  risk  is  less.  The  length  of  time 
that  a person  will  live  in  the  home 
is  another  factor.  The  mobility  of 
American  society  warrants  a re- 
evaluation  of  each  house  after 
relocation. 

To  reduct  the  risk  of  adverse 
effects  of  radon  exposure  in 
homes,  follow  these  guidelines: 

1)  Eliminate  cigarette  smok- 
ing in  the  household.  This  re- 
duces not  only  individual  risk  but 
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family  risk. 

2)  People  should  spend  more 
of  their  time  away  from  the  low- 
est levels  of  the  house. 

3)  Ventilation  should  be  en- 
couraged by  opening  windows  or 
using  fans. 

If  these  measures  are  not  sat- 
isfactory, use  a professional  con- 
tractor experienced  with  radon 
reduction  methods."  A thorough 
evaluation  should  be  performed 
to  determine  the  most  effective 
way  to  reduce  radon  levels. 

Three  EPA  publications  regarding 
radon  are  available:  A Citizen's 
Guide  to  Radon,4  Radon  Reduction 
Methods 5 and  Radon  Reduction 
Techniques  for  Detached  Houses.  To 
order  copies  of  these  publications, 
write  Indiana  State  Board  of 
Health  Radiological  Health  Sec- 
tion, 1330  W.  Michigan  St.,  P.O. 
Box  1964,  Indianapolis,  IN  46204- 
1964.  Homeowners  should  seek 
appropriate  references  since  only 
about  10  states  license  companies 
that  measure  radon  and  even 
fewer  states  license  companies 
that  reduce  radon. 

Summary 

Radon  is  a cause  of  lung  cancer. 


EPA  studies  show  a wide  varia- 
tion in  radon  levels,  which  can  be 
detected  only  by  measurement. 
The  EPA  recommends  measuring 
all  homes  and  suggests  methods 
for  mitigation  of  elevated  levels. 
The  interaction  between  cigarette 
smoking,  the  greatest  cause  of 
lung  cancer,  and  radon  is  un- 
known. Risk  assessments  can  be 
obtained  only  by  following  large 
population  groups  in  a controlled 
manner.  □ 

Dr.  Perry  is  director  of  Occupa- 
tional Medicine  Education  and  the 
Occupational  Medicine  Residency 
Program  at  Methodist  Hospital  in 
Indianapolis. 


Correspondence:  Guy  F.  Perry 
jr.,  M.D.,  Department  of  Medical 
Education,  Methodist  Hospital  of 
Indiana  Inc.,  1701  N.  Senate  Blvd., 
Indianapolis,  IN  46202. 
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Endoscopic  detection  of  a 
tiny  cecal  ulcer  containing 
carcinoma  in-situ 


Douglas  K.  Rex,  M.D. 

Thomas  A.  Broadie,  M.D. 
Meredith  T.  Hull,  M.D. 
Indianapolis 

(Colorectal  cancer  is  the 
second  leading  cause  of  cancer 
death  in  the  United  States,  with 


Abstract 

A 3-mm  cecal  ulcer  without  any  adjacent  polypoid  structure  was 
detected  in  a 66-year-old  asymptomatic  man  undergoing  screening 
colonoscopy.  Biopsies  demonstrated  carcinoma  in-situ.  The  literature 
on  tiny  colonic  carcinomas  and  carcinoma  in-situ  in  the  absence  of 
any  polyp  is  reviewed  in  this  article. 

V J 


Figure  1: 
Photomicrograph 
showing  complex 
gland  formation 
and  nuclear 
atypia  (carcinoma 
in-situ)  in  the 
original  pinch 
biopsy  (300  X). 


more  than  155,000  new  cases  and 
60,900  deaths  estimated  in  1990.' 
Nearly  all  colorectal  cancers  arise 
from  benign  adenomatous  pol- 
yps.2 Recently,  we  encountered  a 
3-mm  cecal  ulcer  with  no  adjacent 
polypoid  tissue  in  an 
asymptomatic  66-year-old  man 
undergoing  screening 
colonoscopy.  The  lesion  con- 
tained carcinoma  in-situ. 

Case  report 

A 66-year-old  asymptomatic  Indi- 
ana man  whose  father  had  rectal 
cancer  at  age  60  underwent  a 
screening  colonoscopy.  A 2-mm 
polyp  on  the  lateral  wall  of  the 
cecum  was  excised  and  found  to 
be  a tubular  adenoma.  The  only 
other  abnormality  in  the  colon 
was  a 3-mm,  shallow,  barely  per- 
ceptible ulcer  between  the 
appendiceal  orifice  and  the 
ileocecal  valve.  Pinch  biopsies 
revealed  a focus  of  carcinoma  in- 
situ  (Figure  1). 

Right  hemicolectomy  was 
performed.  After  fixation,  the 
pathologist  could  locate  the  lesion 
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Figure  2:  Photograph  of  the 
resected  surgical  specimen.  The 
forceps  mark  the  barely  percep- 
tible lesion. 

only  with  assistance  from  the  sur- 
geon (Figure  2).  Histologic  exami- 
nation revealed  marked  dysplasia 
of  flat  epithelium  with  a tiny  area 
of  superficial  ulceration  and  a 
sharp  conversion  of  dysplastic 
epithelium  to  normal  flat  mucosa 
(Figure  3).  The  focus  of  carcinoma 
in-situ  was  removed  with  the 
pinch  forceps.  No  cancer  was 
found  in  the  bowel  wall  or  adja- 
cent lymph  nodes. 

Discussion 

A 3 mm  cecal  ulcer  containing 
carcinoma  in-situ  was  detected  in 
a 66-year-old  man  whose  only 
other  colonic  abnormality  was  a 2- 
mm  right  colon  adenoma.  Most 
experts  believe  that  colorectal 
cancers  arise  in  nearly  all  cases 
from  previously  benign 
adenomatous  polyps.2-4  The 
chance  of  carcinoma  being  present 
in  adenomatous  polyps  is  propor- 
tional to  their  size  and  is  ex- 
tremely low  in  polyps  smaller 
than  5 mm.* 1 2 3 4 5 

Although  no  polypoid  struc- 
ture was  visible  endoscopically  or 
surgically,  a tiny  polyp  may  have 
been  present  earlier  but  was  de- 
stroyed by  the  central  ulcerative 
process.  Nevertheless,  the  presen- 
tation of  carcinoma  in-situ  in  a 
lesion  with  no  polypoid  aspects  in 


a patient  without  ulcerative  colitis 
or  radiation  injury  is  extremely 
unusual.  Others  have  reported 
the  rare  occurrence  of  very  small 
polypoid  cancers,6"8  small  ulcer- 
ated cancers  with  raised  edges9  or 
small  flat  carcinomas  detected  by 
serial  sectioning  of  normal  mu- 
cosa adjacent  to  established  colon 
cancers.1011  However,  only  in  this 
case  and  one  other12  has  carcinoma 
in-situ  or  cancer  been  detected  in 
humans  in  the  epithelium  of  an 
otherwise  normal  colon  and  in  the 
complete  absence  of  any  polypoid 
structure.  Two  additional  cases 
have  been  mentioned  but  incom- 
pletely described.13 

In  summary,  a 66-year-old 
man  had  carcinoma  in-situ  in  a 
tiny  cecal  ulcer  without  any  adja- 
cent polypoid  tissue. 

Endoscopists  should  know  that 
although  such  lesions  are  rare, 
they  may  contain  neoplastic  tissue 
and  appropriate  biopsy  samples 


should  be  obtained.  □ 

Dr.  Rex  is  with  the  Division  of 
Gastroenterology , Dr.  Broadie  is  with 
the  Department  of  Surgery,  and  Dr. 
Hull  is  with  the  Department  of  Pa- 
thology at  the  Indiana  University 
Medical  Center  in  Indianapolis. 


Correspondence  and  reprints: 
Douglas  K.  Rex,  M.D.,  Indiana  Uni- 
versity Hospital,  926  W.  Michigan 
St.,  N541,  Indianapolis,  IN  46202- 
5250. 
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sition between  them.  There  is  also  superficial  ulceration  (100  X). 
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Thyrotoxic  periodic  paralysis 
in  a Caucasian  man: 
Recognition  and  diagnosis 


J.  Matthew  Neal,  M.D.  S’ 

Indianapolis 


Abstract 


-\ 


Periodic  paralyses  are  uncommon  disorders  characterized  by  epi- 
sodic muscle  weakness,  often  with  hypokalemia.  Thyrotoxic  periodic 
paralysis  (TPP)  is  the  most  common  and  is  rarely  seen  in  the  Caucasian 
population:  the  relative  unfamiliarity  of  TPP  among  physicians  in  the 
United  States  may  lead  to  initial  errors  in  diagnosis.  This  article  presents 
the  case  of  a 25-year-old  white  man  with  frequent  episodes  of  skeletal 
muscle  weakness  and  cramping,  associated  with  profound 
hypokalemia.  Laboratory  evaluation  demonstrated  primary 
hyperthyroidism,  and  a diagnosis  of  TPP  was  made.  The  disorder  is 
found  more  commonly  in  men  between  the  ages  of  20  and  40. 
Hypokalemia  is  the  most  consistent  laboratory  abnormality,  represent- 
ing a transcellular  shift  rather  than  a total  body  deficit;  the  exact 
mechanism  is  unknown.  The  exercise  test  demonstrates  distinct 
electromyographical  abnormalities  in  those  with  periodic  paralysis. 

The  definitive  treatment  of  TPP  is  establishing  a euthyroid  state. 


P eriodic  paralyses  are  un- 
common disorders  characterized 
by  episodic  skeletal  muscle  weak- 
ness that  may  rob  the  sufferer  of 
voluntary  skeletal  muscle  move- 
ment, with  return  of  strength  be- 
tween attacks.  This  syndrome 
may  occur  in  multiple  hereditary 
and  acquired  patterns,  often  with 
hypokalemia. 

The  most  common  acquired 
form  is  thyrotoxic  periodic  paraly- 
sis (TPP),1  a syndrome  consisting 
of  paroxysms  of  muscle  weakness 
associated  with  hyperthyroidism. 

It  occurs  much  more  frequently  in 
Oriental  populations  and  has  a 
striking  male  preponderance;  its 
presence  in  Caucasian  men  is  very 
infrequent.2  The  relative  unfamil- 
iarity of  this  disease  among  physi- 
cians in  the  United  States  may 
lead  to  errors  in  diagnosis.3 

The  following  case  is  a young 
Caucasian  man  in  whom  the  diag- 
nosis of  thyrotoxic  periodic  pa- 
ralysis was  not  initially  suspected. 

Case  report 

The  patient  was  a 25-year-old 
white  man  in  excellent  health 
until  1986,  when  he  began  experi- 
encing episodes  of  symmetrical 
muscle  weakness  and  cramps.  He 
was  physically  active,  often  per- 
forming heavy  labor,  and  con- 
sumed a normal  diet.  There  was 


no  history  of  exogenous  drug  use 
or  a family  history  of  similar  epi- 
sodes. He  denied  having  com- 
plete paralysis  but  experienced 
difficulty  walking  and  rising  from 
a chair.  The  spells  were  especially 
precipitated  after  consuming  large 
amounts  of  high-carbohydrate 
foods  and,  occasionally,  after 
strenuous  activity. 

The  attacks  occurred  with 
increasing  severity  during  a one- 
month  period,  ending  in  a synco- 
pal attack  involving  difficulty 
moving  all  four  extremities.  He 
was  seen  in  the  emergency  de- 
partment, where  he  regained  con- 
sciousness and  complained  of 
muscle  weakness  and  cramping. 
Serum  potassium  was  1.9  mmol/ 
L,  which  increased  to  5.1  mmol/L 


after  only  30  mmol  of  intravenous 
potassium  chloride.  Correction 
after  such  a small  amount  was 
consistent  with  a transcellular 
shift  of  potassium  rather  than  a 
true  body  deficit.  Other  serum 
chemistries  were  unremarkable. 
Spot  urine  potassium  was  only  7 
mmol/L,  ruling  against  potassium 
loss.  Thyroid  functions  were  not 
collected.  The  patient  was  dis- 
charged after  four  days  with  a 
serum  potassium  of  4.3  mmol/L 
and  complete  resolution  of  symp- 
toms. 

Although  potassium  wasting 
and  hyperaldosteronism  were  not 
confirmed,  he  was  diagnosed  as 
having  Bartter's  syndrome,  based 
on  a random  elevated  renin  level, 
and  began  taking  spironolactone 
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Case  Report  Laboratory  Values 
vs.  Normal  Limits 
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Total  T4 


Figure  1. 


and  ibuprofen.  Despite  this  treat- 
ment, the  attacks  continued.  In 
1987,  he  moved  to  another  state 
and  was  lost  to  follow-up  until 
1990.  During  that  period,  he  ex- 
perienced approximately  20  epi- 
sodes of  lower  extremity  weak- 
ness that  were  alleviated  by  over- 
the-counter  potassium  prepara- 
tions and  for  which  he  did  not 
seek  medical  care. 

In  May  1990,  he  again  ap- 
peared in  the  emergency  depart- 
ment, complaining  of  lower  ex- 
tremity weakness,  cramping  and 
an  inability  to  walk.  A potassium 
level  of  1.8  mmol/L  led  to  intra- 
venous administration  of  potas- 
sium chloride,  increasing  the  level 
to  5.0  mmol/L,  resulting  in  total 
relief  of  symptoms.  Physical  ex- 
amination was  unrevealing,  with 
no  evidence  of  muscle  wasting, 
neurologic  deficit,  goiter  or 
exophthalmos.  Normal  values 
were  obtained  for  24-hour  excre- 


tion of  fractionated  catecholam- 
ines, ruling  against  pheochromo- 
cytoma. 

The  serum  thyroid  stimulating 
hormone  level,  however,  was  very 
low,  at  0.05  mlU/mL  (normal: 
0.25-6.70  mlU/mL);  repeat  value 
was  0.12  mlU/mL.  Serum  total 
tri-iodothyronine  and  thyroxine 
were  5.12  nmol/L  (normal:  1.23- 
3.39  nmol/L)  and  178.9  nmol/L 
(normal:  58-161  nmol/L),  respec- 
tively (Figure  1).  He  denied  inges- 
tion of  exogenous  thyroid  hor- 
mone. 1-123  radionuclide  scan 
demonstrated  diffuse  hyperthy- 
roid uptake  (18%  at  2 hours,  48% 
at  24  hours).  Antimicrosoma  1 
antibodies  were  negative. 

Despite  his  euthyroid  appear- 
ance, the  above  presentation  was 
consistent  with  diagnoses  of  pri- 
mary hyperthyroidism  and 
thyrotoxic  periodic  paralysis.  The 
patient  began  a regimen  of 
propylthiouracil  (PTU)  and  did 


well  until  he  moved  from  the  area 
again  and  neglected  to  take  the 
PTU.  He  promptly  suffered  an- 
other episode  of  muscle  weakness 
with  hypokalemia  and  was  read- 
mitted to  another  hospital.  He 
has  since  restarted  PTU  and  has 
had  no  further  episodes. 

Discussion 

TPP  is  a rare  complication  of 
hyperthyroidism  that  was  first 
described  by  Rosenfeld  in  1902.4 
Periodic  paralysis  occurs  in  a fa- 
milial form  with  autosomal  domi- 
nant inheritance  and  with  a vari- 
ety of  secondary  causes.  The 
clinical  presentations  are  virtually 
indistinguishable.1  Every  known 
cause  of  hyperthyroidism  has 
been  associated  with  the  syn- 
drome,5 and  it  remains  the  most 
common  secondary  cause  of  peri- 
odic paralysis.1  Approximately 
90%  of  the  cases  have  occurred  in 
Oriental  patients,  with  an  inci- 
dence of  TPP  in  hyperthyroidism 
of  1.8-1.9%.2  However,  incidences 
as  high  as  34%  have  been  re- 
ported in  smaller  studies.1 

The  incidence  of  TPP  in  non- 
Oriental  hyperthyroid  patients  has 
not  been  studied  as  extensively. 
Information  based  on  8,972  pa- 
tients with  hyperthyroidism  at  the 
Mayo  Clinic  during  a 20-year 
span  demonstrated  an  approxi- 
mate incidence  between  0.1%  to 
0.2%. 6 Some  researchers  have 
proposed  a genetic  preponderance 
for  the  disease  based  on  a higher 
frequency  of  certain  HLA  antigens 
in  patients  with  TPP,7  which  may 
explain  the  Oriental  preference. 
Occurrence  in  Hispanics  has 
rarely  been  described.8 

Despite  an  increased  incidence 
of  hyperthyroidism  among 
women  in  the  general  population, 
thyrotoxic  periodic  paralysis  oc- 
curs 12-  to  20-fold  more  often  in 
men,  compared  to  only  3:1  in  the 
familial  variety  (Figure  2)} 
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Sex  Distribution:  Graves’  Disease 
vs.  Thyrotoxic  Periodic  Paralysis 
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Figure  2. 


Whereas  the  onset  of  familial  peri- 
odic paralysis  is  usually  in  the 
first  two  decades,  onset  of  TPP  is 
typically  noted  between  ages  20 
and  39.3 

Typical  episodes  of  TPP  are 
induced  by  a high-carbohydrate 
meal  or  intense  exercise,  and 
progress  to  symmetrical  muscle 
weakness,  paralysis  and  cramp- 
ing, with  moderate  to  profound 
hypokalemia  and  laboratory  evi- 
dence of  hyperthyroidism.  There 
is  no  sensory  deficit,  and  mental 
processes  are  usually  spared  un- 
less caused  by  the  effects  of 
thyrotoxicosis.2  The  degree  of 
paralysis  is  variable  and  affects 
the  thighs  most  severely,  making 
walking  and  rising  from  a sitting 
position  difficult.9  Flaccid  quad- 
riplegia  can  result  in  severe  cases, 
and  respiratory  failure  has  been 
reported.9  On  examination,  there 
often  are  no  clues  to  the  presence 
of  hyperthyroidism,  which  may 
antedate  the  symptoms  by  several 
years.1  Episodes  can  be  provoked 
in  susceptible  people  by  adminis- 
tering glucose/insulm  solutions, 
carbohydrate  loading  and  cortico- 
steroid infusion.2 

The  most  consistent  labora- 
tory abnormality  in  the  disorder  is 
hypokalemia,3  often  with  levels 
below  2 mmol/L.  This  represents 
a transcellular  shift,  not  a true 
potassium  deficit.10  The  exact 
mechanism  by  which  it  is  mani- 
fested is  not  entirely  known.  The 
presence  of  hypokalemia,  how- 
ever, is  not  required  for  the  diag- 
nosis; normokalemia  and  even 
hyperkalemia  have  been  reported 
in  all  forms  of  the  periodic  paraly- 
ses.2 The  differential  diagnoses  of 
hypokalemia  are  summarized  in 
the  Table. 

Thyroid  hormone  induces 
increased  permeability  of  skeletal 
muscle  to  electrolytes,  with  influx 
of  potassium  into  cells.  Some 
investigators  have  demonstrated 
high  insulin  levels  after  carbohy- 


drate ingestion  at  the  onset  of 
paralysis  in  some  people,  which 
may  explain  the  precipitation  of 
attacks  by  meals.10  Abnormalities 
in  sodium  and  calcium  channels 
also  may  play  an  important  role.26 

Cardiac  arrhythmias  and  con- 
duction disturbances  have  been 
associated  with  hypokalemia,11 
including  ventricular  fibrillation.12 
Acute  management  of  the  episode 
includes  administering  potassium 
chloride.  Relatively  small 
amounts  often  are  needed  because 
there  is  not  a total  body  deficit. 

As  the  paralysis  subsides,  equili- 
bration occurs,  and  hyperkalemia 
may  be  induced.  Therefore,  cau- 
tious administration  of  potassium 
and  monitoring  of  levels  are  rec- 
ommended.3 

As  with  hypokalemia,  the 
exact  mechanism  of  muscle  pa- 
ralysis is  controversial.  Multiple 
sites  in  the  muscle  cell  have  been 
postulated  in  physiologic  studies. 


Thyrotoxicosis  may  unmask  a 
latent  defect  in  susceptible  people, 
causing  paralysis  and,  sometimes, 
a state  of  catecholamine  supersen- 
sitivity.2 The  fact  that  attacks  may 
be  prevented  by  propranolol  may 
suggest  catecholamines  as  inciting 
agents.  Unique  morphologic  ab- 
normalities by  electron  micros- 
copy also  have  been  demon- 
strated. An  exercise  test  may  help 
identify  patients  with  periodic 
paralysis;  in  one  application,  71% 
of  those  with  periodic  paralysis 
exhibited  a greater  than  normal 
increase  in  compound  muscle 
action  potential  amplitude  during 
two  to  five  minutes  of  intermittent 
strong  voluntary  muscle  contrac- 
tion.13 

Other  electromyographical 
studies  have  revealed  increased 
action  potentials  during  exercise 
followed  by  a greater  than  normal 
decrease  in  amplitude,  consistent 
with  a form  of  periodic  paralysis; 
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this  is  highly  specific  for  periodic 
paralysis  but  does  not  distinguish 
primary  from  secondary  forms.6 

In  most  cases,  attacks  are  self- 
limited and  often  alleviated  by 
rest  and  administration  of  small 
amounts  of  potassium  salts. 
Chronic  administration  of  potas- 
sium, however,  may  be  insuffi- 
cient in  preventing  further  attacks. 
Although  extremely  rare,  the  pos- 
sibility of  life-threatening 
arrhythmia  and  respiratory  failure 
must  be  considered.  Symptoms 
typically  dissipate  following  es- 
tablishment of  a euthyroid  state, 
which  is  the  only  definitive 
therapy  for  TPP.2  Eliminating 
symptoms  with  antithyroid  medi- 
cations and  radioactive  iodine  has 
been  demonstrated.2  Sympathetic 
blockade  by  propranolol  also  has 
been  useful  in  therapy.14  Avoid- 
ing excessive  carbohydrate  load- 
ing and  exercise  is  recommended. 

TPP  is  a rare  occurrence  in  the 
United  States,  and  unfamiliarity 
with  the  disease  and  its  unusual 
constellation  of  symptoms  may 
lead  to  initial  errors  in  diagnosis, 
as  in  this  patient.  It  should  be 
considered  in  any  patient  present- 
ing with  episodic  skeletal  muscle 
weakness  and  hypokalemia. 
Treatment  is  definitive,  with  a 
high  success  rate  and  lack  of  re- 
currence. Relapse  may  occur  if 
antithyroid  therapy  is  not  com- 
pleted. □ 
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MAJOR  CAUSES  OF  HYPOKALEMIA: 
DIFFERENTIAL  DIAGNOSES 

I.  GASTROINTESTINAL  LOSS 

Inadequate  intake 
Vomiting,  diarrhea 
Ureterosigmoidostomy 

II.  EXCESS  RENAL  LOSS 

Mineralocorticoid  excess 
Primary  aldosteronism 
Secondary  aldosteronism 
Malignant  hypertension 
Bartter  's  syndrome 
Juxtaglomerular  Cell  Tumor 

Licorice  abuse 
Glucocorticoid  excess 

( Cushing  syndrome,  exogenous 
steroids,  ectopic  ACTH  production) 
Chronic  Metabolic  Alkalosis 
Diuretics,  osmotic  diuresis 

Magnesium  Depletion 
Renal  tubular  diseases 
Renal  Tubular  Acidosis 
Acute  Leukemia 
Liddle 's  Syndrome 
Antibiotics 

Aminoglycosides 
Amphotericin  B 
Carbenicillin 

III.  E.C.F.  TO  I.C.F.  SHIFTS 

Acute  alkalosis 
Hypokalemic  periodic 
paralysis 
Insulin  therapy 
Vitamin  B12  therapy 
Barium  ingestion 

Table. 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


dr 
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nizatidine 

has  the  right  answers 


■ Rapid  epigastric  pain  relief'2* 


■ Fast  and  effective  ulcer  healing231 


PASSES  THE  ACID  TEST 


‘Most  patients  experience  pain  relief  with  the  first  dose. 
See  ad/acent  page  for  references  and  brief  summary 
of  prescribing  information 
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AXID  ‘ (nizatidine  capsules) 

Brief  Summary  Consult  the  package  insert  lor  complete  prescribing  information 
Indications  and  Usage  I Active  duodenal  ulcer- tor  up  to  8 weeks  of  treatment  Most 
patients  heal  within  4 weeks 

2 Maintenance  therapy -tor  healed  duodenal  ulcer  patients  at  a reduced  dosage 
of  150  mg  h.s.  The  consequences  of  therapy  with  Axid  for  longer  than  1 year 
are  not  known 

Contraindications:  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed.  Hj-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  of  hypersensitivity  to  other 
H2- receptor  antagonists 

Precautions  General- 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests- False- positive  tests  for  urobilinogen  with  Mulfistix*  may  occur 
dunng  therapy 

Drug  Interactions- No  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocame,  phenytoin,  and  warfarin  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therefore,  drug  interactions  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  occur  In  patients  given  very 
high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  b.i.d.,  was  administered  concurrently 
Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility -A  2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic  effect  There  was  a 
dose-related  increase  in  the  density  of  enterochromaffm-like  (ECL)  cells  in  the  gastric 
oxynbc  mucosa  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  ot  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  ot  Axid 
(2,000  mg/kg/day.  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numencal  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  tor  the  strain 
ot  mice  used  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations)  The  occurrence  ot 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  ot  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ot  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test 

In  a 2-generabon,  pennatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C— Oral  reproduction  studies 
m rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  -Studies  in  lactating  women  have  shown  that  0 1%  of  an  oral 
dose  is  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother 

Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients- Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine  Elderly  patients  may  have  reduced  renal  function 
Adverse  Reactions:  Clinical  tnals  of  varying  durations  included  almost  5,000  patients 
Among  the  more  common  adverse  events  in  domestic  placebo- controlled  trials  of 
over  1,900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0.2%). 
urticaria  (0.5%  vs  <001%),  and  somnolence  (2  4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine.  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug 
Hepatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients  In  some  cases, 
there  was  marked  elevation  (>500  IU/L)  in  SCOT  or  SGPT  and.  in  a single  instance, 
SGPT  was  >2,000  IU/L  The  incidence  ot  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid 
Cardiovascular-  In  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects 

C/VS -Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocrine- Clinical  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogemc  activity  due  to  nizatidine  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo 
Gynecomastia  has  been  reported  rarely 

Hematologic  -Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H2-receptor  antagonist  This  patient  had  previously  expenenced 
thrombocytopenia  while  taking  other  drugs  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported 

Integumental- Sweating  and  urticana  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo- treated  patients  Rash  and  exfoliative  dermatitis  were 
also  reported 

Hypersensitivity -As  with  other  H2-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported  Rare  episodes  of  hypersensitivity 
reactions  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Other  -Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been  reported 
Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
momtonng  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  of  nizatidine  due  to  its  large  volume  of  distribution 

PV  2091  AMP 
(091190) 
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Hand  Clinic 


Scleroderma  and  its 
manifestations  in  the  hand 


Richard  S.  Idler,  M.D. 

James  W.  Strickland,  M.D. 

James  J.  Creighton  Jr.,  M.D. 
Indianapolis 

Scleroderma,  also  known  as 
progressive  systemic  sclerosis, 
remains  a perplexing  disease.  Its 
cause  is  unknown,  although  it 
probably  represents  an  auto-im- 
mune disorder.  Vasculitis  is  a 
primary  component  of  the  patho- 
physiology of  this  disease,  and  its 
manifestations  depend  on  the 
organs  involved. 

The  most  common  presenting 
symptoms  in  scleroderma  are 
Raynaud's  phenomena,  swelling 
and  tightness  of  the  hands  and 
polyarthralgias.  Other  manifesta- 


tions of  the  disease  in  the  hand 
include  flexion  contractures  of  the 
digits,  subcutaneous  atrophy, 
cutaneous  calcinosis  and  ischemic 
ulcerations.1,5'6  Patients  with  a 
symptom  complex  of  calcinosis, 
Raynaud's  phenomenon,  esopha- 
geal dysfunction,  sclerodactyly 
and  telangiectasia  fit  a pattern 
known  as  Crest  syndrome.4  The 
more  peripheral  the  involvement 
in  scleroderma,  the  better  the 
prognosis  for  survival. 

The  development  of 
Raynaud's  phenomena  in 
scleroderma  is  one  of  the  earliest 
manifestations  of  the  disease  and 
is  probably  a by-product  of  the 
vasculitis  affecting  the  arteries  of 
the  hand  at  the  level  of  the  palm 
and  digit.  In  the  early  stages  of 


the  disease,  Raynaud's  phenom- 
ena can  be  managed  medically 
with  calcium  channel  blocking 
agents.  Vascular  studies  in  pa- 
tients with  scleroderma  show 
progressive  narrowing  or  occlu- 
sion of  the  proper  digital  arteries. 
Common  digital  arteries  are  less 
frequently  involved.  Narrowing 
of  the  ulnar  artery  may  be  found 
in  as  many  as  50%  of  patients  and 
obstruction  of  the  superficial  pal- 
mar arch  in  10%.4  Plethysmogra- 
phy will  identify  reduced  digital 
blood  flow. 

The  effect  of  vasculitis  pro- 
duces a progressive  concentric 
intimal  proliferation  with  gradual 
compromise  in  circulation.2  As 
the  disease  progresses,  the  circula- 
tory system  of  the  hand  becomes 


Figure  1:  Appearance  of  the  hands  in  end  stage 
scleroderma.  Sclerodactyly,  fingertip  atrophy  and 
cutaneous  ulcerations  are  typical  of  this  disease. 


Figure  2:  Note  PIP  flexion  contracture  and  resorp- 
tion of  distal  phalanges. 
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less  responsive  to  calcium  channel 
blocking  agents  and  other  tech- 
niques of  stimulating  peripheral 
circulation,  such  as  sympathetic 
blockade,  digital  sympathectomy 
and  cervical  sympathectomy.  The 
severity  of  vascular  compromise 
may  be  such  that  ischemic  ulcer- 
ations occur.  These  ulcerations 
sometimes  can  be  managed  with 
local  wound  debridement  and 
healing  by  secondary  intention.  If 
an  acceptable  bed  can  be 
achieved,  the  defect  can  be  skin 
grafted,  but  the  skin  graft  may  be 
subjected  to  the  pathologic 
changes  of  scleroderma.4  Healing 
the  ulcerations  frequently  does 
little  to  manage  ischemic  pain. 
Chronic  nonhealing  ulcers  and 
disabling  ischemic  pain  may  ne- 
cessitate digital  amputation.3 

Sclerodactyly  describes  digits 
that  are  stiff,  thin  and  covered 
with  a waxy  appearing  skin  (Fig- 
ure 1).  These  findings  reflect  the 
effect  of  scleroderma  on  the  vari- 
ous tissues  comprising  the  digit. 
Early  in  the  disease,  in  association 
with  Raynaud's  phenomena,  there 
may  be  digital  swelling  and  joint 
inflammation.  With  time,  how- 
ever, the  skin  and  subcutaneous 
tissues  begin  to  atrophy.  Soft 
tissue  deposits  of  calcium  are  not 
uncommon  in  scleroderma.  This 
process,  known  as  calcinosis  cutis, 
may  be  seen  in  as  many  as  9%  of 
patients.  It  most  commonly  af- 
fects adults  and  usually  is  limited 
to  the  upper  extremity,  particu- 
larly the  hand. 

Mineral  deposits  may  be  car- 
bonate apatite  crystals  or  amor- 
phous calcium  phosphate.  At- 
tempts at  medical  management  of 
calcinosis  cutis  have  included 
dietary  phosphate,  lactogenic  diet, 
systemic  steroids,  sodium  edetate 
and  diphosphonates.  To  date,  the 


medical  management  of  this  prob- 
lem has  not  had  any  significant 
success.7 

Surgical  intervention  occasion- 
ally is  required  for  cases  of  pain- 
ful or  chronic  drainage.  In  these 
situations,  excision  is  frequently 
subtotal,  and  recurrences  are  com- 
mon. Healing  by  secondary  inten- 
tion helps  minimize  the  postop- 
erative complications  of  wound 
healing.  Using  a pulsatile  lavage 
sometimes  is  helpful  in 
debridement  of  these  calcified 
lesions.  Another  common  finding 
in  digits  with  sclerodactyly  is 
atrophy  of  the  pulp  of  the  finger- 
tip and  associated  resorption  of 
the  distal  phalanx.16 

Although  arthralgias  and  joint 
inflammation  may  be  present  in 
scleroderma,  the  typical  joint  in- 
volvement in  this  condition  is 
different  from  that  of  rheumatoid 
arthritis.  In  the  early  phase  of  the 
disease,  periarticular  osteoporosis 
and  erosions  may  be  found. 

There  may  be  gradual  loss  of  joint 
space  and  associated  effusions. 
There  is  a gradual  increase  in 
collagen  formation  about  the  af- 
fected joints  that  leads  to  joint 
stiffness  and,  in  the  case  of  the 
proximal  interphalangeal  joint, 
flexion  contracture.  In  the  late 
stages  of  the  disease  a stiff,  claw 
hand  deformity  may  occur  (Figure 
2).  Joint  fusions  are  the  most  ef- 
fective means  to  improve  this 
deformity.1,4'6 

The  hand  is  commonly  in- 
volved in  scleroderma.  Early 
manifestations  of  the  disease  in- 
clude Raynaud's  phenomena, 
digital  swelling  and  arthralgias. 

In  the  later  stages  of  the  disease, 
the  digits  become  atrophic  and 
stiff.  Vascular  compromise  of  the 
digits  may  lead  to  painful 
ischemic  ulcers.  Calcification  of 


soft  tissues  may  produce  chronic, 
painful  draining  wounds. 

In  the  early  stages  of  the  dis- 
ease, surgical  intervention  may 
help  augment  medical  treatment 
of  the  vascular  disturbances  of  the 
hand.  Debridement  and  coverage 
of  ischemic  ulcerations  and 
debulking  soft  tissue  calcifications 
also  may  help.  In  the  final  phases 
of  the  disease,  digital  amputation 
may  be  required  to  manage 
chronic  draining  wounds  and 
ischemic  pain,  while  joint  fusions 
are  the  treatment  of  choice  for 
chronic  joint  deformities.  □ 

This  article  is  another  in  a series 
of  monthly  articles  on  hand  condi- 
tions from  The  Indiana  Hand  Center 
in  Indianapolis. 


Correspondence  and  reprints: 
Richard  S.  Idler , M.D.,  Indiana  Hand 
Center,  P.O.  Box  80434,  Indianapo- 
lis, IN  46280-0434. 
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Maternal  mortality 
in  Indiana: 


A report  of  maternal  deaths  in  1989 


William  D.  Ragan,  M.D. 
Indianapolis 

T his  is  the  annual  report  of 
the  Indiana  Maternal  Mortality 
Study  Committee.  In  1989,  Indi- 
ana reported  eight  maternal 
deaths  and  83,201  live  births. 
These  statistics  give  the  state  a 
maternal  mortality  rate  of  9.6  per 
100,000  births  for  1989. 

The  committee  met  in  open 
session  at  Ob/Gyn  Grand  Rounds 
at  Wishard  Memorial  Hospital  at 
8 a.m.  June  6,  1990.  The  function 
of  the  Indiana  Maternal  Mortality 
Study  Committee  was  reviewed, 
and  updated  statistics  were  pre- 
sented.12 Preliminary  data  on  the 
1989  deaths  were  presented.  Dr. 
Ragan  presented  a paper  titled 
"Maternal  Mortality  in  Indiana 
1959  to  1988." 

The  committee  adjourned  to 
the  Student  Union  Building  for  a 
closed  discussion  of  the  eight  1989 
deaths.  Each  case  was  presented 
for  discussion,  establishment  of 
diagnosis  and  assignment  regard- 
ing preventability  and  responsibil- 
ity. 

The  following  eight  deaths 
were  discussed: 

Case  789:  Jan.  27,  1989.  A 24- 
year-old  married  white  woman, 
G4,  P2,  AB1,  35  weeks'  gestation. 
Death  was  considered  obstetric 


and  indirect.  Cause  of  death  was 
medical  complication  and  preg- 
nancy: viral  infection  with  DIC. 

Case  790:  Feb.  1,  1989.  A 26- 
year-old  divorced  white  woman, 
G2,  PI,  38  weeks'  gestation.  Twin 
gestation.  Death  was  considered 
obstetric  and  direct.  Cause  of 
death  was  embolism  (thrombotic). 

Case  791:  Feb.  12,  1989.  A 
35-year-old  woman,  Gl,  P0,  36 
weeks'  gestation.  Death  was  con- 
sidered obstetric  and  indirect. 
Cause  of  death  was  medical  com- 
plication and  pregnancy:  cerebral 
vascular  accident.  Probable  AV 
malformation. 

Case  792:  Feb.  18,  1989.  A 
23-year-old  married  white 
woman,  unknown  gravidity,  28 
weeks'  gestation.  Death  was  con- 
sidered nonobstetric.  Cause  of 
death  was  a medical  complication 
and  pregnancy:  cardiovascular 
(myocardial  infarction). 

Case  793:  March  20,  1989:  A 
26-year-old  married  white 
woman,  G2,  PI,  10  days  postpar- 
tum. Death  was  considered  ob- 
stetric and  indirect.  Cause  of 
death  was  a medical  complication 
and  pregnancy:  cardiovascular 
(underlying  heart  disease,  prob- 
able arrhythmia). 

Case  794:  July  27,  1989.  A 21- 
year-old  single  white  woman,  G5, 
P4,  36  weeks'  gestation.  Death 
was  considered  obstetric  and  di- 


rect. Cause  of  death  was  hemor- 
rhage: placenta  percreta,  rupture 
of  the  uterus. 

Case  795:  Oct.  3,  1989.  A 15- 
year-old  single  black  woman,  Gl, 
P0,  28  weeks'  gestation.  Death 
was  considered  obstetric  and  indi- 
rect. Cause  of  death  was  a medi- 
cal complication  and  pregnancy: 
seizure  disorder. 

Case  796:  Dec.  18,  1989.  A 
29-year-old  woman,  uncertain 
gravidity,  20  weeks'  gestation. 
Death  was  considered  obstetric 
and  direct.  Cause  of  death  was 
pulmonary  embolism 
(thrombotic). 

Discussion 

There  appears  to  be  a changing 
trend  regarding  the  cause  of  ma- 
ternal mortality.  The  time-hon- 
ored hemorrhage,  infection  and 
toxemia  have  been  replaced  by 
embolism,  non-obstetric  injuries, 
hypertensive  disease  of  preg- 
nancy, ectopic  pregnancy  and 
obstetric  hemorrhage  in  the 
United  States.34  In  Indiana,  the 
leading  causes  of  death  are  medi- 
cal complication  and  pregnancy, 
hemorrhage,  embolism,  infection, 
toxemia  and  anesthesia. 

The  leading  cause  of  maternal 
death  in  the  United  States  is  pul- 
monary embolism.  Thrombo- 
embolism remains  an  enigma 
because  early  recognition  and 
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prevention  are  difficult.  There  are 
10  cases  of  air  embolism  in  the 
Indiana  statistics.  These  often  are 
related  to  oral/genital  activity. 
Education  of  antepartum  patients 
would  help.6  Fortunately,  amni- 
otic  fluid  embolism  is  a rarity.  In 
Indiana,  maternal  death  due  to 
ruptured  ectopic  pregnancy  has 
not  occurred  since  1984.  Early 
diagnosis  of  this  condition  is  now 
possible  with  sensitive  pregnancy 
tests,  ultrasound  and  laparoscopy. 

Deaths  due  to  toxemia  often 
represent  a lack  of  good  prenatal 
care.  Physician  education,  in- 
creased availability  of  good  prena- 
tal care  and  proper  referral  may 
help  the  pregnant  patient  with  a 
medical  complication.  Because 
AIDS  probably  will  increase 
among  women,  more  cases  of 
pregnancy-associated  deaths  due 
to  AIDS  will  occur.7  The  rising 
cesarean  section  rate  in  the  United 
States  may  result  in  an  increase  in 
maternal  mortality.  At  least  one 
article,  however,  has  shown  that 
the  risk  of  maternal  death  from 
cesarean  section  is  low.8 

There  is  a collaborative  effort 
on  the  part  of  the  American  Col- 
lege of  Obstetricians  and  Gyne- 
cologists and  the  Centers  for  Dis- 
ease Control  (CDC)  in  Atlanta  to 
collect  data  on  maternal  deaths  by 
states  and  districts.3  The  CDC  has 
initiated  a pregnancy  mortality 
surveillance  study.  The  Public 
Health  Service  and  the  U.S.  Sur- 
geon General  set  a goal  of  no 
more  than  five  maternal  deaths 
per  100,000  live  births  by  the  year 


1990.4  In  the  United  States  in 
1985,  the  maternal  mortality  rate 
for  all  races  was  7.8  per  100,000 
live  births.  For  white  women,  the 
rate  was  5.2,  and  for  all  other 
races,  it  was  18.1.  For  black 
women,  the  rate  was  20.4  per 
100,000  live  births. 

The  high  maternal  mortality 
rate  for  nonwhite  women  is  a 
serious  problem  that  must  be 
overcome.10  Combined  efforts  by 
these  organizations  should  pro- 
vide more  meaningful  statistics  to 
curtail  preventable  maternal  mor- 
tality in  the  United  States.  Several 
recent  articles  have  stated  that 
maternal  mortality  is  one  of  the 
most  neglected  problems  in  health 
care  in  developing  countries. 

Rates  are  as  much  as  100  times 
higher  than  those  seen  in  industri- 
alized countries.1112 

A "check  box"  asking  if  the 
deceased  was  pregnant  was  re- 
cently added  to  the  Indiana  death 
certificate  to  help  eliminate 
missed  cases  of  maternal  mortal- 
ity. Although  the  death  rate  from 
maternal  mortality  is  low,  the 
Indiana  State  Maternal  Mortality 
Study  Committee  believes  it 
should  continue  to  investigate  and 
report  these  deaths  for  statistical 
and  educational  purposes.  Ac- 
cording to  our  records,  many  of 
these  deaths  are  preventable  or 
have  preventable  factors.  In  addi- 
tion, there  are  many  near  misses. 
We  must  remain  vigilant.  □ 

Correspondence:  William  D. 
Ragan,  M.D.,  Wishard  Memorial 


Hospital,  Department  OB  GYN,  F-5, 
1001  W.  10th  St.,  Indianapolis,  IN 
46202. 
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Indiana  State 
Medical  Association 


1991  Annual  Convention 
& Exposition 


Friday,  Nov.  8 
Saturday,  Nov.  9 
Sunday,  Nov.  10 


Westin  Hotel 
Indianapolis 


❖ House  of  Delegates 

❖ Reference  Committees 

❖ Special  Session 

❖ IMPAC  Luncheon 

❖ President's  Night  Dinner  and  Entertainment 
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Abridged  schedule  of  convention  events 


Thursday,  Nov.  7 


2:30  - 4:30  p.m Board  of  Trustees  meeting 

6- 7  p.m Board  of  Trustees  reception 

7- 10  p.m Board  of  Trustees  dinner 

Friday,  Nov.  8 

9 a.m.  - noon House  of  Delegates,  first  ses- 


sion 


Noon  - 2 p.m IMPAC  luncheon 

2-5  p.m Special  session  updating  ISM  A 


members  on  "Managed  Care 
Review:  Combatting  the  Hassle 
Factor,"  Indiana  Compensation 
Act  for  Patients  (INCAP),  and 
the  Indiana  Hospital  Associa- 
tion's Data  Bank  program 


11  a.m.  - 7 p.m Exhibit  hours 

1-6  p.m Reference  committees 

5-7  p.m Reception  in  Exhibit  Hall 

8-10  p.m 7th  District  and  12th  District 

Afterglows 

Saturday,  Nov.  9 

7- 10  a.m Board  of  Trustees  breakfast 

8- 10  a.m Risk  management  seminar 

10  a.m.  - noon Medicare  update 

10  a.m.  - 4 p.m Exhibit  hours 


6- 7  p.m President's  Night  reception 

7- 10  p.m President's  Night  dinner 


10  p.m.  - midnight  ....1st  District  and  10th  District 
Afterglows 

Sunday,  Nov.  10 


7-9  a.m Board  of  Trustees  breakfast 

meeting 

9 a.m.  - noon House  of  Delegates,  final  session 

Noon  - 1:30  p.m Trustees  organizational  meeting 


Official  call 


TT he  House  of  Delegates  of 
the  Indiana  State  Medical  Associa- 
tion will  convene  at  9 a.m.,  EST, 
Friday,  Nov.  8,  1991,  in  Grand 
Ballroom  5 of  the  Westin  Hotel  in 
Indianapolis. 

The  House  will  reconvene  for 
its  second  (final)  session  at  9 a.m., 
EST,  Sunday,  Nov.  10,  in  Grand 
Ballrooms  1-3. 

Representation  in  the  House 
for  the  1991  annual  meeting  will 
be  as  follows: 

Indianapolis  - 37  delegates 

Lake  County  - 14  delegates 

Allen  County  - 10  delegates 

Vanderburgh  County  - 8 del- 
egates 

St.  Joseph  County  - 7 del- 
egates 

Delaware-Blackford  counties  - 
5 delegates 

Owen-Monroe  and 


Tippecanoe  counties  - 4 delegates 
each 

Bartholomew-Brown,  Elkhart, 
LaPorte,  Madison,  Porter,  Vigo 
and  Wayne-Union  counties  - 3 
delegates  each 

Clark,  Daviess-Martin, 
Dearborn-Ohio,  Fayette-Franklin, 
Floyd,  Fountain-Warren,  Grant, 
Harrison-Crawford,  Howard,  Jas- 
per-Newton, Jefferson-Switzer- 
land,  Parke-Vermillion  and 
Shelby-Rush  counties  - 2 del- 
egates each 

The  remaining  51  Indiana 
county  medical  societies  - 1 del- 
egate each 

Trustees  - 15 
Past  presidents  - 17 
Resident  Medical  Society  - 4 
delegates 

Student  Medical  Society  - 4 
delegates 

Total  delegates  - 227.  □ 


RBRVS,  practice 
management  to 
be  discussed 


Information  about  the  re- 
source-based  relative  value  scale 
(RBRVS)  and  practice  manage- 
ment will  be  provided  during  the 
Medicare  Update  Program  from 
10  a.m.  to  noon  Saturday,  Nov.  9. 
Barbara  Walker,  ISMA  reimburse- 
ment coordinator,  will  present  the 
program. 

The  RBRVS  program  will  in- 
clude the  latest  information,  and 
the  practice  management  segment 
will  focus  on  the  "ABCs"  of  prac- 
tice management:  admitting,  bill- 
ing and  collections. 

Both  presentations  will  be 
followed  by  a question-and-an- 
swer  session.  There  is  no  charge 
for  this  program.  □ 
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INCAP  to  be  featured  in  special  session 


T\ie  Indiana  State  Medical 
Association  will  unveil  its  white 
paper  on  “The  Indiana  Compensa- 
tion Act  for  Patients  (INCAP)" 
during  a special  session  at  the 
convention.  The  special  session 
will  include  four  consecutive  pro- 
grams to  be  held  from  2 to  5 p.m. 
Saturday,  Nov.  9. 

The  INCAP  White  Paper, 
commissioned  by  the  ISMA,  ex- 
plains how  Indiana's  Medical 
Malpractice  Act  has  ensured  ac- 
cess to  quality  and  affordable 
medical  care  for  patients  since  its 
passage  in  1975.  It  is  the  source 
document  showing  Hoosiers  how 
INCAP  has  held  down  the  cost  of 
health  care  while  ensuring  access 
to  care.  The  report  compares 
Indiana's  favorable  medical  care 


climate  to  others  states,  such  as 
Illinois,  Michigan  and  Wisconsin, 
where  physicians  have  left  the 
state  or  discontinued  services  due 
to  the  high  cost  of  professional 
liability  insurance.  This  program 
will  include  a discussion  of  the 
components  of  INCAP. 

Representatives  from  the  Phy- 
sicians Insurance  Company  of 
Indiana  (PICI)  will  present  their 
views  of  the  medical  professional 
liability  climate  of  both  Indiana 
and  the  United  States.  Speakers 
will  include  the  PICI  president 
and  the  vice  presidents  of  claims, 
marketing  and  finance.  Other 
topics  will  be  PICI's  operations, 
concepts  and  philosophies  and 
current  claims  case  law  develop- 
ments. A question-and-answer 
session  will  follow. 


A third  program  will  feature 
the  theme  "Managed  Care  Re- 
view: Combatting  the  Hassle 
Factor."  A representative  from 
the  American  Medical  Association 
will  offer  tips  on  how  to  deal  with 
peer  review  organizations. 

The  final  program  of  the  spe- 
cial session  will  feature  Ken  Stella, 
president  of  the  Indiana  Hospital 
Association.  He  will  discuss 
IHA's  data  collection  activities, 
including  a data  bank,  patient 
discharge  study  and  an  Indiana 
Quality  Indicator  Project.  The 
data  collection  activities  were 
begun  in  response  to  IHA  mem- 
ber hospitals'  requests  for  finan- 
cial and  statistical  information  and 
will  continue  through  1992.  □ 


Storiettes  to  entertain  at 

Outgoing  ISMA  president 
Michael  O.  Mellinger,  M.D.,  La- 
Grange,  will  be  honored  as  part  of 
the  annual  President's  Night  re- 
ception and  dinner  Saturday, 

Nov.  9. 

The  evening  will  begin  with  a 
formal  reception  in  the  foyer  out- 
side the  Capitol  Ballroom  from  6 
to  7 p.m.  sponsored  by  the  Indi- 
ana Heart  Institute  at  St.  Vincent 
Hospital  of  Indianapolis.  Dinner 
and  entertainment,  sponsored  by 
the  Physicians  Insurance  Com- 
pany of  Indiana,  will  follow  from 
7 to  10  p.m.  in  the  Capitol  Ball- 
room. 

The  Starlettes,  who  have  per- 


annual  President  s Night 

formed  at  past  ISMA  conventions, 
will  perform  a variety  of  popular 
music  for  listening  and  dancing 
enjoyment.  Sisters  Mary,  Julie 
and  Zanna  Mitchell  are  the 
Starlettes,  Indianapolis  vocalists 
backed  up  by  a five-piece  en- 
semble. They  have  performed  at 
Indianapolis  nightclubs  and  the 
Penrod  Arts  Fair,  appeared  with 
the  Indianapolis  Symphony  Or- 
chestra and  were  the  opening  act 
for  the  Ray  Charles  show  this  past 
summer  at  Starlight  Musicals. 

C.  Dyke  Egnatz,  M.D., 
Schererville,  will  be  installed  as 
ISMA  president  during  the  din- 
ner. □ 


Auxiliary  to  hold 
program  on  breast 
cancer 

The  ISMA-Auxiliary  will 
sponsor  a discussion  on  "Breast 
Cancer  - Ask  the  Experts"  Satur- 
day, Nov.  9,  from  9:30  to  11:30 
a.m.  at  the  Hyatt  Regency  Hotel. 
The  Hyatt  is  located  across  the 
street  from  the  Westin  Hotel,  the 
ISMA  convention  site. 

Linda  Smart,  with  Commu- 
nity Outreach  and  Health  Infor- 
mation of  the  National  Cancer 
Institute  in  Washington,  D.C.,  will 
speak,  and  a panel  of  physicians 
will  answer  questions  about 
breast  cancer. 

The  auxiliary  will  have  a hos- 
pitality area  from  10  a.m.  to  4 
p.m.  Nov.  8 and  9 near  the  ISMA 
registration  desk  at  the  Westin.  □ 
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Political  columnist  to  speak  at  IMPAC  luncheon 


C^hris 

Matthews,  a 
national  syndi- 
cated political 
columnist  and 
Washington 
bureau  chief  for 
The  San  Fran- 
cisco Examiner, 
will  speak  at 
the  conven- 
tion's annual 
IMPAC  luncheon,  set  for  noon  to 
2 p.m.  Saturday,  Nov.  9.  "A  Look 
at  Health  Care  from  Washington" 
will  be  his  topic. 

Matthews  is  a frequent  panel- 
ist on  the  political  talk  show  "The 
McLaughlin  Group"  and  served  as 


political  commentator  for  CBS 
News  during  the  1988  presidential 
campaign.  He  has  served  as  a 
staff  assistant  to  the  U.S.  Budget 
Committee,  presidential 
speechwriter  for  former  President 
Jimmy  Carter  and  senior  aide  to 
former  House  Speaker  Thomas  P. 
"Tip"  O'Neill  Jr. 

He  has  received  considerable 
recognition  for  his  political  com- 
mentary. The  Washingtonian 
magazine  named  him  one  of 
Washington's  "top  50  journalists." 
In  1988,  The  Washington  Post  gave 
Matthews  its  Crystal  Ball  award 
for  what  it  called  his  "uncanny" 
predictions  before  the  presidential 
election.  Matthews  predicted  not 
only  the  winner  of  the  election  but 


the  percentage  margin  of  victory 
and  the  results  in  the  electoral 
college  within  a single  vote. 

In  November  1990,  Matthews 
became  the  first  person  to  win  the 
Crystal  Ball  award  twice  in  a row. 
He  precisely  predicted  the  results 
in  the  435  races  for  the  U.S.  House 
of  Representatives  and  the  36 
gubernatorial  races  and  came 
within  a single  seat  of  predicting 
the  results  in  the  35  U.S.  Senate 
races. 

He  is  the  author  of  Hardball,  a 
best-selling  handbook  on  politics. 

Matthews  is  a graduate  of 
Holy  Cross  College  in  Worcester, 
Mass.,  and  attended  graduate 
school  at  the  University  of  North 
Carolina  in  Chapel  Hill.  □ 


Chris  Matthews 


Commercial  exhibitors  of  the  1991  ISM  A annual  convention 


Computer  companies 

Medical  Accounts  Group 
RAN  AC  Computer 

Consulting  firms 

Kolbas  Consulting  Group 
Quiring  & Associates 

Financial  institutions 

Kimmerling  Myers 
Merchants  National  Bank 

Governmental  agencies 

U.S.  Army  Medical  Department 

Insurance  companies 

Farm  Bureau  Managed  Care 
Physicians  Insurance  Company  of  Indiana 
The  Medical  Protective  Company 

Laboratory  services 

The  Medical  Laboratory 


Pharmaceutical  companies 

Knoll  Pharmaceuticals 

Eli  Lilly-Dista  Pharmaceuticals 

QMED,  Inc. 

Summit  Pharmaceuticals 
Whitby  Pharmaceuticals 

Miscellaneous 

AMNET 

Indiana  Academy  of  Family  Physicians 
Indiana  Medical  History  Museum 
Indiana  Medical  Access  and  Communications 
System 

Indiana  Pork  Producers 
Visiting  Nurse  Affiliates  of  Indiana 

This  list  of  exhibitors  is  not  complete  because  the 
deadline  for  reserving  exhibit  space  was  after  Indiana 
medicine  press  time.  □ 
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PICI  to  present  risk  management  seminar 


TT he  Physicians  Insurance 
Company  of  Indiana  will  sponsor 
a risk  management  seminar  from 
8 to  10  a.m.  Saturday,  Nov.  9,  to 
help  physicians  reduce  their  risk 
exposure  and  insurance  costs  by 
practicing  effective  medical  man- 
agement. Linda  S.  Mangels, 

Ph  D.,  director  of  the  office  of  risk 
management  for  the  Texas  Medi- 
cal Association,  will  conduct  the 
program. 

The  seminar  will  offer  advice 


on  how  physicians  can: 

• communicate  successfully 
with  patients; 

• follow  the  dos  and  don'ts  of 
proper  documentation; 

• communicate  effectively 
with  their  staff; 

• understand  the  latest  trends 
in  plaintiff  attorney  activities;  and 

• know  the  16  questions  that 
patients  want  answered. 

Those  attending  will  receive 
two  hours  of  Category  1 CME 
credit  toward  the  Physicians  Rec- 


ognition Award  given  by  the 
American  Medical  Association,  a 
copy  of  the  book  /i/n/  of  My  Peers 
by  Howard  Snider,  M.D.,  and  the 
opportunity  to  qualify  for  PICI's 
Preferred  Risk  Plan,  which  offers 
PICI  policyholders  an  automatic 
5%  premium  discount  and  addi- 
tional premium  credits  for  those 
with  loss-free  experience. 

The  seminar  is  $40  per  person 
and  open  to  physicians  only.  □ 


Specialty  groups  schedule  meetings 


Several  specialty  groups 
have  scheduled  meetings  during 
the  annual  ISMA  convention  at 
the  Westin  Hotel. 

The  Association  of  Indiana 
Directors  of  Medical  Education 
will  meet  from  noon  to  2 p.m. 
Friday,  Nov.  8.  Charles  C. 
Vincent,  M.D.,  associate  professor 
and  director.  Department  of  Gen- 
eral Gynecology  at  Wayne  State 
University/ Hutzel  Hospital  in 
Detroit  will  speak  on  Wayne 
State's  program  of  preferential 
admission  of  medical  students 
from  medically  underserved  areas 
of  Michigan.  Those  attending  will 
receive  one  AMA  Category  1 Con- 
tinuing Medical  Education  credit. 


The  Saturday,  Nov.  9,  meeting 
of  the  Section  on  Preventive  Medi- 
cine and  Public  Health  will  fea- 
ture a program  on  "New  Ap- 
proaches in  Diagnoses  and  Treat- 
ment in  Genetics."  Joe  C.  Chris- 
tian, M.D.,  chairman  of  the  De- 
partment of  Medical  and  Molecu- 
lar Genetics  at  the  Indiana  Univer- 
sity School  of  Medicine,  will 
speak.  The  schedule  includes 
breakfast  at  8:45  a.m.,  lecture  at 
9:30  a.m.  and  a business  meeting 
at  10:30  a.m. 

"Rehabilitation  Update  for  the 
Primary  Care  Physician"  is  the 
theme  of  the  Indiana  Society  of 
Physical  Medicine  and  Rehabilita- 
tion meeting.  The  group  will 
meet  from  8:30  a.m.  to  noon  Sat- 


urday, Nov.  9.  Topics  of  discus- 
sion will  include  the  definition  of 
physiatrist,  Medicare  criteria  for 
inpatient  rehabilitation,  the 
Americans  with  Disabilities  Act 
and  office  management  of  muscu- 
loskeletal pain. 

The  Indiana  Roentgen  Society 
will  meet  Saturday,  Nov.  9,  begin- 
ning with  an  executive  meeting  at 
8 a.m.,  followed  by  the  general 
membership  meeting  at  9 a.m. 
Ann  Wieseneck,  associate  director 
of  government  relations  of  the 
American  College  of  Radiology  in 
Reston,  Va.,  will  present  the  pro- 
gram. 

The  Internal  Medicine  Society 
will  meet  Saturday,  Nov.  9,  from 
7 to  8 a.m.  □ 
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Presidents  of  ISMA  since  its  organization 


Medical  Convention 

Elected 

Served 

* Livingston  Dunlap,  Indianapolis 

1849 

1849 

Medical  Society 

Elected 

Served 

* William  T.S.  Cornett,  Versailles  

1849 

1850 

* Ashahel  Clapp,  New  Albany 

1850 

1851 

* George  W Mears,  Indianapolis 

1852 

* Jeremiah  H.  Brower,  Lawrenceburg 

1852 

1853 

* Elizur  H Deming,  Lafayette 

1853 

1854 

• Madison  J Bray,  Evansville 

1854 

1855 

* William  Lomax,  Marion 

1855 

1856 

* Daniel  Meeker,  La  Porte 

1856 

1857 

* Talbot  Bullard,  Indianapolis 

1857 

1858 

1 * Nathan  Johnson,  Cambridge  Citv 

1859 

i * David  Hutchinson,  Mooresville  .... 

1860 

* Benjamin  S.  Woodworth,  Fort  Wayne  

I860 

1861 

* Theophilus  Parvin,  Indianapolis 

1861 

1862 

* James  F.  Hibberd,  Richmond 

1862 

* John  Sloan,  New  Albany 

* John  Moffett  (acting),  Rushville 

1863 

1864 

* Samuel  I Linton,  Columbus 

1864 

* Wilson  Lockhart  (acting),  Danville 

.1864 

1865 

* Myron  H.  Harding,  Lawrenceburg 

1865 

1866 

* Vierling  Kersev,  Richmond 

1866 

1867 

* John  S.  Bobbs,  Indianapolis 

1867 

1868 

* Nathaniel  Field,  Jeffersonville 

1868 

1869 

* George  Sutton,  Aurora  

1869 

1870 

* Robert  N Todd,  Indianapolis 

1870 

1871 

* Henry  P Ayres,  Fort  Wayne 

1871 

1872 

* Joel  Pennington,  Milton 

1872 

1873 

• Isaac  Casselberry,  Evansville  

1873 

_ 

* Wilson  Hobbs  (acting),  Knightstown 

1873 

1874 

* Richard  E Houghton,  Richmond 

1874 

1875 

* John  H Helm,  Peru 

1875 

1876 

* Samuel  S Boyd,  Dublin  

1876 

1877 

* Luther  D Waterman,  Indianapolis 

1877 

1878 

* Louis  Humphreys,  South  Bend 

1878 

_ 

•Benjamin  Newland  (acting),  Bedford  (v.p.)  

1878 

1879 

* Jacob  R.  Weist,  Richmond 

1879 

1880 

* Thomas  B Harvey,  Indianapolis  

1880 

1881 

* Marshall  Sexton,  Rushville  

1881 

1882 

* William  H.  Bell,  Logansport 

1882 

1883 

* Samuel  E Mumford,  Princeton 

1883 

1884 

* James  H Woodbum,  Indianapolis 

1884 

1885 

* James  S.  Gregg,  Fort  Wayne 

1885 

1886 

* Gen  W H Kemper,  Muncie 

1886 

1887 

* Samuel  H Charlton,  Seymour 

1887 

1888 

* William  H.  Wishard,  Indianapolis 

1888 

1889 

* James  D.  Gatch,  Lawrenceburg 

1889 

1890 

* Gonsolvo  C.  Smythe,  Greencastle  . . 

1890 

1891 

* Edwin  Walker,  Evansville 

1891 

1892 

' George  F.  Beasley,  Lafayette 

1892 

1893 

* Charles  A.  Daugherty,  South  Bend 

1893 

1894 

* Elijah  S.  Elder,  Indianapolis 

_ 

* Charles  S Bond  (acting),  Indianapolis. 

1894 

1895 

* Miles  F Porter,  Fort  Wayne 

1895 

1896 

* James  H.  Ford,  Wabash 

1896 

1897 

* William  N Wishard,  Indianapolis 

1897 

1898 

* John  C.  Sexton,  Rushville 

1898 

1899 

* Walker  Schell,  Terre  Haute 

1899 

1900 

* George  W McCaskey,  Fort  Wayne 

1900 

1901 

* Alembert  W.  Brayton,  Indianapolis 

1901 

1902 

* John  B.  Berteling,  South  Bend  

1902 

1903 

* Jonas  Stewart,  Anderson 

1903 

1904 

* George  T MacCoy,  Columbus 

1904 

1905 

* George  H Grant,  Richmond 

1905 

1906 

* George  J Cook,  Indianapolis 

1906 

1907 

* David  C Pevton,  Jeffersonville 

1907 

1908 

* George  D.  Kahlo,  French  Lick 

1908 

1909 

* Thomas  C.  Kennedy,  Shelbyville 

1909 

1910 

* Frederick  C Heath,  Indianapolis 

1910 

1911 

* William  F.  Howat,  I lammond 

1911 

1912 

* A.  C.  Kimberlin,  Indianapolis  

1912 

1913 

* John  P.  Salb,  Jasper 

1913 

1914 

* Frank  B Wynn,  Indianapolis 

1914 

1915 

4 George  F.  Keiper,  Lafayette 

1915 

1916 

|\^  John  H.  Oliver,  Indianapolis 

1916 

1917 
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* Joseph  Rilus  Eastman,  Indianapolis 

1917 

* William  H.  Stemm,  North  Vernon  . .. 

1918 

1919 

* Charles  H McCully,  Logansport 

1919 

1920 

* David  Ross,  Indianapolis  

1921 

* William  R.  Davidson,  Evansville 

1921 

1922 

* Charles  H.  Good,  Huntington 

1923 

* Samuel  E.  Earp,  Indianapolis  

1923 

1924 

* Eldridge  M Shanklin,  Hammond  . 

1924 

1925 

Medical  Association 

Elected 

Served 

* Charles  N.  Combs,  Terre  Haute 

1925 

1926 

* Frank  W.  Cregor,  Indianapolis 

1926 

1927 

* George  R.  Daniels,  Manon 

1926 

* Charles  E.  Gillespie,  Seymour 

1927 

1929 

* Angus  C.  McDonald,  Warsaw 

1928 

1930 

* Alois  B.  Graham,  Indianapolis 

1929 

* Franklin  S.  Crockett,  Lafayette 

1930 

1932 

* Joseph  H Weinstein,  Terre  Haute 

1931 

1933 

* Everett  E Padgett,  Indianapolis 

1932 

1934 

* Walter  J Leach,  New  Albany 

1933 

1935 

* Roscoe  L Sensenich,  South  Bend 

1934 

1936 

* Edmund  D Clark,  Indianapolis 

1935 

1937 

* Herman  M Baker,  Evansville 

1936 

1938 

* Edmund  M Van  Buskirk,  Fort  Wavne 

1937 

1939 

* Karl  R Ruddell,  Indianapolis 

1938 

1940 

* Albert  M Mitchell,  Terre  Haute  

1939 

1941 

* Maynard  A.  Austin,  Anderson 

1940 

1942 

* Carl  H.  McCaskey,  Indianapolis 

1941 

1943 

* Jacob  T.  Oliphant,  Farmersburg 

1942 

1944 

* Nelson  K Forster,  Hammond  

1943 

1945 

* Jesse  E.  Ferrell,  Fortville 

1946 

* Floyd  T.  Romberger,  Lafayette 

1945 

1947 

* Cleon  A Nafe,  Indianapolis 

1946 

1948 

* Augustus  P Hauss,  New  Albany 

1947 

1949 

* C.  S Black,  Warren 

1948 

1950 

* Alfred  Ellison,  South  Bend  

1949 

1951 

* J William  Wnght,  Indianapolis  . 

1950 

1952 

* Paul  D.  Crimm,  Evansville  

1951 

1953 

* William  Harry  Howard,  Hammond  

1952 

1954 

* Walter  L.  Portteus,  Franklin  

1953 

1955 

* Walter  U.  Kennedy,  New  Castle 

1954 

1956 

* Elton  R.  Clarke,  Kokomo 

1957 

* M.  C.  Topping,  Terre  Haute 

1956 

1958 

* Kenneth  L Olson,  South  Bend 

1957 

1959 

* Earl  W Mericle,  Indianapolis 

1958 

1960 

* Guy  A Owsley,  Hartford  City 

1959 

1961 

* Harry  R Stimson,  Gary 

I960 

1962 

* Maurice  E Glock,  Fort  Wayne 

1961 

1963 

* Donald  E.  Wood,  Indianapolis 

1962 

1964 

Joseph  M.  Black,  Seymour 

1963 

1965 

* Kenneth  O.  Neumann,  Lafayette 

1964 

1966 

* Eugene  S Rifner,  Van  Buren  

1965 

1967 

* G.  O.  I^arson,  La  Porte  

1966 

1968 

Patrick  J.  V.  Corcoran,  Evansville 

1967 

1969 

Lowell  H Steen,  Hammond 

1968 

1970 

Malcolm  O Scamahorn,  Pittsboro 

1969 

1971 

Peter  R Petrich,  Attica 

1970 

1972 

* James  H.  Gosman,  Indianapolis 

1971 

1973 

Joe  Dukes,  Dugger 

1972 

1974 

Gilbert  M.  Wilhelmus,  Evansville 

1973 

1975 

Vincent  J.  Santare,  Munster 

1974 

1976 

•John  W.  Beeler,  Indianapolis 

1975 

1977 

* Eli  Goodman,  Charlestown 

1976 

1978 

* James  A Harshman,  Kokomo 

1977 

1978 

* Arvine  G Popplewell,  Indianapolis 

1978 

1979-80 

Alvin  J Haley,  Carmel 

1979 

1981 

* Martin  J O'Neill,  Valparaiso 

1980 

1982 

John  A Knote,  Lafayette 

1981 

1983 

George  T.  Lukemeyer,  Indianapolis 

1982 

1984 

Lawrence  E.  Allen,  Anderson 

1983 

1985 

Paul  Siebenmorgen,  Terre  Haute 

1984 

1986 

Shirley  Thompson  Khalouf,  Marion 

1985 

1987 

John  D MacDougall,  Beech  Grove 

1986 

1988 

Fred  W.  Dahling,  New  Haven 

1987 

1989 

George  H Rawls,  Indianapolis 

1988 

1990 

Michael  O Mellinger,  LaGrange 

1989 

1991 

• Deceased 
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Editor's  note:  The  annual  re- 
ports that  were  not  submitted  in  time 
to  be  included  in  this  issue  will  be 
printed  in  the  January  1992  issue  of 

INDIANA  MEDICINE. 


EXECUTIVE  COMMITTEE 
Michael  O.  Mellinger,  M.D., 
chairman 

The  Executive  Committee,  in  re- 
sponse to  the  ISMA's  strategic 
plan  objective  of  meeting  the 
needs  of  our  members,  approved 
a Practice  Management  Action 
Plan.  The  plan  is  designed  to 
provide  ISMA  members  and  their 
staffs  with  educational  and  train- 
ing programs  to  improve  the  eco- 
nomic efficiency  and  effectiveness 
of  their  medical  practices.  Actual 
programming  will  begin  in  1992. 

The  Commission  on  Physician 
Assistance  (COPA)  continues  to 
be  an  important  addition  to  the 
services  provided  by  the  ISMA. 
The  program  has  been  further 
strengthened  by  the  executive 
committee's  approval  of  a policy 
and  procedures  manual.  Addi- 
tional progress  was  made  during 
the  year  on  development  of  long- 
term funding  of  COPA. 

Professional  liability  continues 
to  be  a concern  of  physicians. 
Several  members  of  the  executive 
committee  attended  a media  train- 
ing seminar  to  assist  the  ISMA  in 
telling  the  success  story  of  the 
Indiana  Compensation  Act  for 
Patients  (INCAP).  As  this  is  being 
written,  the  INCAP  story  contin- 
ues to  be  told  throughout  the 
state. 

This  was  a year  when  a num- 
ber of  legal  and  ethical  challenges 
faced  medicine.  The  ISMA  pre- 
sented an  oral  argument  and  writ- 
ten brief  on  behalf  of  an  ISMA 
member  in  a case  charging  the 
doctor  with  criminal  neglect  of  a 


patient  in  a nursing  home.  The 
ISMA  also  participated  in  oral 
arguments  before  the  Indiana 
Supreme  Court  on  the  issue  of 
whether  or  not  a physician  can  be 
held  responsible  when  a patient 
injures  another  person  as  a result 
of  reactions  to  drugs  negligently 
prescribed.  In  that  case,  the  court 
ruled  that  the  doctor  could  not  be 
held  liable.  In  the  Sue  Ann 
Lawrance  case,  the  ISMA  filed  an 
amicus  brief  in  support  of  paren- 
tal rights  to  withdraw  nutrition 
and  hydration  for  a dependent 
child.  The  ISMA  also  went  on 
record  to  oppose  the  "gag  " rule, 
which  applies  to  abortion  counsel- 
ing in  federally  funded  family 
planning  clinics. 

The  concern  about  Youth  HIV 
Education  prompted  the  executive 
committee  to  approve  ISMA  co- 
sponsorship of  a one-day  physi- 
cian workshop.  The  workshop 
was  part  of  AMA's  Youth  HIV 
Education  initiative  and  was  held 
in  Gary  July  17.  It  included  pre- 
sentations by  representatives  from 
the  state  departments  of  education 
and  health  and  the  Centers  for 
Disease  Control. 

Another  issue  that  the  ISMA 
has  taken  a leadership  role  in 
during  the  past  few  months  is  the 
Drug  Utilization  Review  (DUR) 
program.  Under  the  program, 
mandated  by  OBRA'90,  all  states 
must  implement  by  Jan.  1,  1993,  a 
DUR  program  for  outpatient  pre- 
scription drugs  reimbursed  under 
the  Medicaid  program.  To  com- 
ply with  this  goal,  the  ISMA 
formed  a DUR  technical  commit- 
tee consisting  of  four  physicians 
who  will  review  and  study  the 
information  available  and  make 
recommendations  to  the  Depart- 
ment of  Public  Welfare  by  the  end 
of  this  year.  1 would  like  to  thank 
Debbie  Allen,  M.D.,  Richard 
Reedy,  M.D.,  Ed  Ross,  M.D.,  and 


John  Wernert,  M.D.,  for  their 
work  on  the  DUR  technical  com- 
mittee. 


BOARD  OF  TRUSTEES 
William  E.  Cooper,  M.D., 
chairman 

The  Indiana  State  Medical  Asso- 
ciation Board  of  Trustees  was 
active  this  year  in  examining  the 
multitude  of  problems  that  came 
before  it. 

The  board  gave  final  approval 
for  the  association's  move  into 
new  headquarters  located  at  322 
Canal  Walk  in  March  1991.  This 
move  will  allow  the  staff  to  have 
adequate  space  and  facilities  to 
serve  the  interests  of  the  associa- 
tion with  a much  greater  degree 
of  proficiency  and  efficiency  than 
could  be  thought  about  in  the 
past.  I would  encourage  all  col- 
leagues to  visit  our  new  head- 
quarters and  observe  how  this 
change  has  been  accomplished. 

Impaired  physicians  were 
among  board  discussion  topics. 
The  board  set  up  final  negotia- 
tions to  provide  for  a qualified 
physician  to  serve  as  the  director 
of  the  Commission  on  Physician 
Assistance.  The  board  is  aware  of 
the  importance  of  this  commission 
function  and  of  the  steady  in- 
crease of  physicians  undergoing 
treatment  under  its  private  aus- 
pices. 

The  board  voted  Aug.  25  to 
accept  as  ISMA  policy  the  Centers 
for  Disease  Control  guidelines  and 
the  American  Medical  Association 
policy  on  HIV/HBV-infected 
health  care  workers.  A review  of 
these  guidelines  will  be  distrib- 
uted to  members  through  other 
articles. 

The  board  has  discussed  and 
set  forth  the  policy  of  improving 
communications  with  our  impor- 
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tant  associates  at  the  Indiana  Uni- 
versity School  of  Medicine.  The 
board  heard  regularly  from  Dr. 
Walter  Daly,  dean  of  the  I.U. 
School  of  Medicine,  who  kept  the 
board  informed  of  the  many 
forces  that  affect  the  education  of 
medical  students. 

The  board  heard  Ken  Stella, 
president  of  the  Indiana  Hospital 
Association,  speak  on  the 
association's  data  collection 
project.  The  project  was  in  re- 
sponse to  the  IHA's  member  hos- 
pitals' request  for  financial  and 
statistical  information.  The 
project  includes  the  building  of  a 
data  bank  within  the  member 
hospitals  regarding  patient  dis- 
charge statistics  and  an  Indiana 
Quality  Indicator  Project. 

We  shall  again  have  to  keep 
up  our  "guard"  when  the  Indiana 
legislature  meets  in  January.  The 
ISMA  government  relations  de- 
partment, directed  by  Mike 
Abrams,  will  keep  us  apprised  of 
legislation  that  concerns  us,  but  I 
would  like  to  remind  members  to 
respond  - and  respond  vigorously 
- when  and  if  legislative  alerts  are 
distributed  through  our  alert  net- 
work. Our  ability  to  respond  to 
issues  that  affect  the  quality  of 
care  of  our  patients  cannot  be 
diluted.  When  the  call  comes,  call 
and  write  your  legislature. 

I wish  to  thank  the  trustees 
for  the  dedication,  expertise  and 
experience  that  they  bring  to  the 
board.  They  represent  you,  the 
individual  members.  Please  let 
them  and  their  alternates  know 
how  you  feel  on  issues. 

I wish  to  thank  Rick  King,  our 
executive  director,  and  his  staff, 
who  continue  to  do  exemplary 
work  on  behalf  of  the  members  of 
the  Indiana  State  Medical  Associa- 
tion. 


AMA  DELEGATION 
Marvin  E.  Priddy,  M.D., 
chairman 

I thank  the  members  of  our  del- 
egation for  their  dedication  and 
effort  in  maintaining  Indiana's 
active  role  at  the  AMA  House  of 
Delegate  meetings: 

Delegates 

Alvin  Haley,  M.D.,  Indianapolis 
John  Knote  M.D.,  Lafayette 
George  Lukemeyer,  M.D., 
Indianapolis 

Pete  Petrich,  M.D.,  Attica 
Herbert  Khalouf,  M.D.,  Marion 

Alternates 

Max  Hoffman,  M.D.,  Covington 
William  VanNess  II,  M.D., 
Summitville 

Shirley  Khalouf,  M.D.,  Marion 
Ed  Langston,  M.D.,  Indianapolis 
John  MacDougall,  M.D.,  Beech 
Grove 

Richard  Reedy,  M.D.,  Yorktown 

Interim  meeting 

With  435  delegates  seated,  the 
AMA  House  of  Delegates  met  in 
Orlando,  Fla.,  Dec.  2-5,  1990,  with 
194  resolutions  and  106  Board  and 
Council  reports  to  consider.  C. 
John  Tupper,  M.D.,  AMA  presi- 
dent, presented  a mid-year  report 
on  the  association's  achievements 
in  the  last  few  months  of  1990 
including: 

• AMA's  leadership  role  in 
the  development  of  practice  pa- 
rameters as  a way  of  improving 
the  quality  of  care  our  patients 
will  receive; 

• AMA's  proposal  to  extend 
quality  medical  care  to  everyone 
through  Health  Access  America; 
and 

• the  stance  of  the  Council  on 
Ethical  and  Judicial  Affairs  on 
such  vital  issues  as  the  physician's 
duty  to  treat  HIV  patients,  with- 


drawal of  life  support  and  other 
public  health  and  public  educa- 
tion issues. 

Board  and  council  reports 
approved  by  the  House  addressed 
the  following:  1)  guidelines  for 
physicians'  acceptance  of  gifts 
from  industry;  2)  reviews  the  use 
of  animals  in  medical  education, 
including  the  policies  of  many 
medical  schools  and  national  or- 
ganizations. The  Council  on  Sci- 
entific Affairs  reaffirmed  the  ne- 
cessity for  humane  treatment  of 
experimental  animals  used  in 
medical  education;  3)  providing 
health  care  services  and  the  short- 
age of  physicians  in  rural  areas; 
and  4)  PRO  Quality  Intervention 
Plan  and  the  procedures  for  PRO 
notification  of  quality  problems. 

Board  of  Trustees  Report  RR 
(AMA  1990  HIV  Policies),  wherein 
the  board  repeated  its  intent  to 
regularly  monitor  the  course  of 
the  epidemic  and  assess  develop- 
ments that  require  an  appropriate 
response,  was  of  particular  inter- 
est. Report  RR  addressed  the 
issues  of  HIV-infected  health  care 
workers,  prisoner  testing,  immi- 
gration and  travel  restrictions, 
payment  for  therapies  and  criteria 
for  benefits,  confidentiality,  con- 
tact tracing  and  partner  notifica- 
tion. 

Other  House  action  included 
adoption  of  resolutions  related  to: 

• the  reaffirmation  of  the 
AMA's  ethical  position  in  opposi- 
tion to  physician  participation  in 
legally  authorized  executions; 

• COBRA  patient  transfer 
provisions; 

• physicians  called  to  mili- 
tary service; 

• reimbursement  for  electro- 
cardiogram interpretation  (OBRA 
1990); 

• the  elimination  of  drug 
abuse  by  the  year  2000; 

• residency/fellowship  work- 
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ing  hours  and  supervision;  and 

• the  National  Practitioner 
Data  Bank. 

Annual  meeting 

The  1991  annual  meeting  was 
held  June  23  through  27  in  Chi- 
cago with  442  voting  delegates 
and  106  reports  and  263  resolu- 
tions for  consideration. 

A wide  variety  of  socio-eco- 
nomic, scientific  and  public  health 
issues  was  considered.  The  New 
Medicare  Physician  Payment  Sys- 
tem (RBRVS)  was  reviewed,  and 
the  House  adopted  the  following 
policies  to  strengthen  the  AMA's 
advocacy  efforts  and  maintain  a 
leadership  role  in  payment  re- 
form: 

• that  the  AMA  reaffirm  its 
policies  in  support  of  an  RBRVS- 
based  Medicare  indemnity  pay- 
ment schedule.  However,  failing 
appropriate  adjustments  in  the 
RBRVS  payment  methodologies 
for  Medicare,  the  AMA  Board  of 
Trustees  be  given  the  authority  to 
withdraw  AMA  support  of  imple- 
mentation of  the  RBRVS. 

• that  the  AMA  strongly 
oppose  reductions  in  the  payment 
schedule  conversion  factor  due  to 
volume  offset  assumptions  and 
spending  increases  resulting  from 
the  transition  formula. 

• that  the  AMA  carefully 
evaluate  and  use  caution  in  sup- 
port for  any  wider  program  use  of 
either  the  RBRVS  or  the  new 
Medicare  physician  payment  sys- 
tem until  the  conversion  factor 
reductions  are  reversed  and  until 
there  is  an  acceptable  level  of 
Medicare  experience  with  this 
new  system;  and  that  the  AMA 
produce  a current  evaluation  of 
RBRVS  and  the  new  Medicare 
physician  payment  system  to  en- 
sure that  reimbursements  for  phy- 
sicians are  equitable,  appropriate 
and  adequate,  with  a report  back 


at  the  1991  Interim  Meeting. 

• that  the  AMA  oppose  any 
further  public  program  use  of 
either  the  RBRVS  or  the  new 
Medicare  physician  payment  sys- 
tem until  the  conversion  factor 
reductions  are  reversed  and  until 
there  is  an  acceptable  level  of 
Medicare  experience  with  this 
new  system. 

• that  the  AMA  embark  on  a 
major  campaign  (the  Payment 
Reform  Education  Project)  to  edu- 
cate physicians  and  their  organi- 
zations about  the  new  Medicare 
payment  system,  and  that  the 
Board  report  back  to  the  House  on 
its  status  at  the  1991  Interim  Meet- 
ing. 

Delegates  debated  the  issue  of 
AIDS  testing,  which  received 
widespread  attention  from  the 
public  media.  The  House  adopted 
important  policy  positions  regard- 
ing routine  HIV  testing,  testing  for 
health  care  workers  and  patients 
and  testing  for  prisoners: 

• Hospitals,  clinics  and  phy- 
sicians may  adopt  routine  HIV 
testing  based  on  their  local  cir- 
cumstances. 

• Routine  HIV  testing  should 
include  appropriately  modified 
informed  consent  and  modified 
pre-test  and  post-test  counseling 
procedures. 

• All  negative  test  results 
should  be  provided  in  a confiden- 
tial manner  accompanied  by  infor- 
mation on  the  meaning  of  these 
results  and  the  offer,  directly  or 
by  referral,  of  appropriate  coun- 
seling. 

• All  positive  HIV  results 
should  be  provided  in  a confiden- 
tial face-to-face  session  by  a pro- 
fessional properly  trained  in  HIV 
post-test  counseling. 

• State  medical  associations 
should  be  encouraged  to  review 
and  seek  modification  of  state 
laws  that  restrict  the  ability  of 


hospitals  and  other  medical  facili- 
ties to  initiate  routine  HIV  testing 
programs. 

The  House  of  Delegates 
adopted  a resolution  that: 

• supports  HIV  testing  of 
physicians,  health  care  workers 
and  students  in  appropriate  situa- 
tions; 

• supports  the  position  that 
HIV  testing  be  done  on  physi- 
cians, other  health  care  workers, 
and  patients  consistent  with  test- 
ing for  other  infections  and  com- 
municable diseases;  and 

• encourages  education  of 
patients  and  the  public  about  the 
limited  risks  of  iatrogenic  HIV 
infection. 

The  policy  for  testing  prison- 
ers for  HIV  infection  and  tubercu- 
losis is  as  follows: 

• Testing  for  HIV  infection 
and  tuberculosis  should  be  man- 
datory for  all  inmates  in  federal 
and  state  prisons. 

• During  incarceration,  pris- 
oners should  be  tested  for  HIV 
infection  as  medically  indicated  or 
upon  their  request. 

• Testing  for  HIV  infection 
and  tuberculosis  should  be  man- 
datory for  all  prisoners  within  60 
days  of  their  release  from  prison. 

Indiana  submitted  a resolu- 
tion titled  Involvement  of  State 
Medical  Societies  in  Medicaid 
Drug  Utilization  Review  (DUR) 
Activities  by  state  medical  societ- 
ies that  was  adopted  by  the 
House  and  requires  the  AMA  to: 

• strongly  encourage  each 
state  medical  society  to  work  with 
other  interested  parties  within 
their  state  to  ensure  that  the  Med- 
icaid Drug  Utilization  Review 
(DUR)  is  cemented  in  medical 
standards  by  assisting  in  the  de- 
velopment of  the  state  Medicaid 
DUR;  and 

• urge  state  medical  societies 
to  report  the  progress  of  the  ac- 
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tivities  of  the  state  medical  society 
in  the  development  of  the  Medic- 
aid DUR  to  the  AMA  Board  of 
Trustees  by  November  1991  and 
May  1992. 

The  House  elected  John 
Clowe,  M.D.,  New  York,  presi- 
dent-elect; Daniel  Johnson  Jr., 
M.D.,  speaker  of  the  House;  and 
Richard  Corlin,  M.D.,  California, 
vice  speaker.  Indiana  continues  to 
be  represented  on  two  AMA 
Councils:  John  Knote,  M.D.,  on 
the  AMA  Council  on  Medical 
Service  and  George  Lukemeyer, 
M.D.,  on  the  AMA  Council  on 
Medical  Education. 

The  entire  delegation  works 
diligently  at  each  AMA  meeting 
to  voice  the  Indiana  perspective 
on  vital  issues  affecting  Hoosier 
physicians  and  the  delivery  of 
health  care  in  the  state.  If  you 
cannot  attend  the  meetings,  you 
can  be  assured  that  you  are  repre- 
sented through  your  delegation. 
Let  us  know  your  opinions! 

r 

RESIDENT  MEDICAL  SOCIETY 
Rick  Robertson,  M.D.,  president 

This  has  been  a year  of  change  for 
the  Resident  Medical  Society. 
Several  past  executive  committee 
members,  including  Drs.  Mike 
Litwiller,  Jim  Lutz  and  Past  Presi- 
dent Lynn  Witty,  have  moved  to 
private  practice  or  fellowships. 
Several  new  members  to  the  ex- 
ecutive committee  promise  new 
ideas  and  enthusiasm:  Drs.  Jared 
Jones  and  Clint  Myers,  recruited 
during  Dr.  Witty's  presidency; 
Carla  Brumbaugh,  M.D.,  past 
president  of  the  Medical  Student 
Society;  and  Dan  Mejer,  M.D., 
from  the  Indiana  University  Medi- 
cal Center. 

During  the  past  year,  the 
RMS:  1)  helped  arrange  Practice 
Management  Seminars  for  resi- 


dents with  the  help  of  Fringe  Ben- 
efit Planners,  Indiana  National 
Bank  and  Kimmerling  Myers;  2) 
co-sponsored  the  annual  "Starting 
Your  Practice  Workshop"  with  the 
Indiana  Academy  of  Family  Phy- 
sicians and  Nasser,  Smith  & 
Pinkerton  Cardiology;  3)  distrib- 
uted posters  to  all  residency  pro- 
grams at  IU  with  addresses  of 
congressmen  and  information 
concerning  the  student  loan  defer- 
ment issue;  4)  sent  full  delegations 
to  the  AMA  annual  and  interim 
meetings  where  delegates  actively 
participated  in  reference  commit- 
tee and  House  of  Delegates  dis- 
cussions; 5)  produced  quarterly 
issues  of  Vital  Signs,  the  RMS 
newsletter;  6)  sent  representatives 
to  various  commissions  of  the 
ISMA,  such  as  the  Commission  on 
Physician  Assistance;  7)  sent  rep- 
resentatives to  legislative  recep- 
tions and  fundraisers;  and  8) 
mailed  membership  recruitment 
packets  to  all  of  the  first-year  resi- 
dents in  the  state. 

At  the  June  executive  commit- 
tee meeting,  the  purpose  and  fu- 
ture goals  of  the  RMS  were  dis- 
cussed. The  primary  purpose  of 
the  organization  has  been  to  rep- 
resent resident  interests  at  the 
local,  state  and  national  levels. 
Current  work  hour  reform  is  an 
example  of  resident  activity.  A 
second  purpose,  while  not  new,  is 
becoming  increasingly  important. 
Since  medicine  and  politics  are  no 
longer  separable,  it  is  essential 
that  residents  be  exposed  to  the 
political  process  and  that  a train- 
ing ground  be  established  for 
future  leaders  of  the  ISMA  and 
AMA.  Because  the  political  sys- 
tem will  dictate  how  we  practice 
medicine,  our  first  priority  will 
continue  to  be  to  recruit  new 
members  and  to  encourage  our 
members  to  participate  in  the 
political  process.  There  is 


strength  in  numbers. 

To  accomplish  our  goal  we 
have  contacted  new  residents  and 
provided  educational  seminars  to 
increase  exposure.  The  Student 
Medical  Society  is  another  new 
area  of  focus.  Our  plan  includes: 
1)  making  phone  calls  to  previ- 
ously active  members;  2)  having  a 
pizza  party  to  encourage  their 
involvement;  3)  having  a pizza 
party  for  newly  matched  resi- 
dents; and  4)  working  more 
closely  with  them  in  proposing 
resolutions  for  the  ISMA  annual 
convention. 

In  conclusion,  the  RMS  re- 
mains healthy  and  plans  to  grow. 
We  thank  the  ISMA  for  its  contin- 
ued support.  Special  thanks  go  to 
Denise  Le  Doux  and  Rosanna  Her 
for  their  help  throughout  the  year. 


PHYSICIANS  INSURANCE 
COMPANY  OF  INDIANA 
M.  David  Duncan,  president 
and  CEO 


Physicians  Insurance  Company  of 
Indiana  (PICI)  is  working  closely 
with  the  ISMA  to  maintain  a 
stable  medical  professional  liabil- 
ity climate  and  to  assure  Indiana 
physicians  of  high-quality  insur- 
ance protection. 

Essentially,  long-term  stability 
will  require  effective  medical  mal- 
practice laws,  reduction  of  physi- 
cians' risk  exposure,  elimination 
of  unwarranted  claims  and  law- 
suits and  responsible  operating 
philosophies  and  concepts  on  the 
part  of  medical  malpractice  insur- 
ers. 


PICI  strongly  supports  and 
assists  the  ISMA  in  resisting  ef- 
forts to  alter  Indiana's  current 
medical  malpractice  laws,  which 
give  our  state  a relatively  favor- 
able environment  as  compared 
with  most  other  states.  PICI  is 
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equally  committed  to  actions  that 
will  accomplish  the  other  vital 
objectives  outlined  above. 

An  increasing  number  of  reli- 
able statistical  reports  indicate 
that  certain  medical  risk  manage- 
ment procedures  and  techniques 
will  reduce  the  incidence  of  medi- 
cal malpractice  claims  and  law- 
suits. Many  involve  activities  that 
correlate  to  the  actual  provision  of 
medical  treatment  (i.e.,  office  pro- 
cedures, record  keeping,  commu- 
nications and  physician-patient 
relationships).  Others  involve 
using  certain  medical  equipment 
and  practice  parameters  devel- 
oped by  medical  specialty  societ- 
ies or  similar  highly  qualified 
medical  sources. 

During  1991,  PICI  conducted 
more  than  25  risk  management 
seminars  at  various  locations 
throughout  Indiana  to  provide 
this  information  to  physicians  and 
medical  staff  members.  The  prac- 
tical value  of  information  dissemi- 
nated at  these  seminars  estab- 
lishes a sound  basis  for  offering 
participating  physicians  a signifi- 
cant premium  discount.  Partici- 
pating PICI  policyholders  also 
become  eligible  for  premium  dis- 
counts for  loss-free  experience, 
which  reflects  the  effective  utiliza- 
tion of  proven  risk  management 
procedures  and  techniques. 

Concurrently,  PICI  has  devel- 
oped an  innovative  rating  process 
for  medical  groups  that  permits 
potentially  substantial  premium 
discounts  based  on  a detailed 
analysis  of  the  group's  total  risk 
exposure,  existing  risk  manage- 
ment programs  and  procedures 
and  characteristics  of  the  group 
practice. 

This  enlightened  approach  to 
the  pricing  of  medical  professional 
liability  insurance  for  physicians 
in  individual  or  group  practice  is 
far  from  commonplace  and  re- 


flects the  unique  effectiveness  of 
PICI's  organizational  structure, 
operating  philosophies  and  objec- 
tives. Because  the  ISMA  is  the 
majority  owner  of  PICI  and  the 
board  of  directors  and  various 
committees  are  composed  of  Indi- 
ana physicians,  the  operations  of 
the  company  reflect  the  needs  and 
desires  of  Indiana  physicians  in  a 
manner  that  also  assures  the 
company's  long-term  fiscal  stabil- 
ity. This  includes  PICI's  well- 
established  opposition  to  unwar- 
ranted claims,  an  operating  con- 
cept strengthened  by  the  contrac- 
tual obligation  to  settle  claims 
only  with  the  written  consent  of 
the  insured  physician. 

Indiana  physicians  are  well 
aware  that  health  care,  nationally 
and  within  our  state,  is  experienc- 
ing a period  of  rapid  and  poten- 
tially radical  change.  All  of  the 
current  and  expected  develop- 
ments and  trends  relate  to  a 
physician's  professional  liability. 
This  trend  includes  the  growth  of 
managed  health  care,  technologi- 
cal advancements  and  the  prolif- 
eration of  cost  containment  and 
control  programs  that  confront 
physicians,  hospitals  and  other 
health  care  practitioners. 

While  PICI  develops  coverage 
and  service  concepts  that  respond 
to  these  and  other  new  challenges, 
attempts  to  alter  Indiana's  existing 
medical  malpractice  laws  will 
continue.  There  will  be  pressure 
to  increase  potential  awards  for 
plaintiffs  and  to  encourage  the 
participation  of  plaintiff  attorneys 
on  behalf  of  allegedly  injured 
patients.  PICI  will  join  forces 
with  the  ISMA  to  vigorously  op- 
pose proposed  legislation  that 
would  be  detrimental  to  Indiana 
physicians  and  their  patients. 

Maintaining  a favorable  medi- 
cal professional  liability  environ- 
ment may  serve  to  encourage  out- 


of-state  insurers  to  enter  the  Indi- 
ana marketplace.  These  potential 
insurers,  as  their  counterparts  in 
the  past,  may  not  have  a long- 
term commitment.  Their  opera- 
tional philosophies  may  or  may 
not  reflect  the  best  interests  of 
Indiana  physicians. 

We  encourage  and  urge  dia- 
logue among  all  Indiana  physi- 
cians concerning  trends  and  de- 
velopments in  medical  profes- 
sional liability.  We  especially 
appreciate  dialogue  with  members 
of  the  PICI  Board  of  Directors  and 
ISMA  leadership  so  we  can  re- 
spond effectively. 

As  the  practice  of  medicine 
becomes  more  complex,  challeng- 
ing and  demanding,  so  do  the 
responsibilities  of  medical  profes- 
sional liability  insurers. 

PICI  and  the  ISMA  are  deter- 
mined that  Indiana  physicians 
will  not  be  short-changed  in  re- 
ceiving the  quality  of  protection 
and  services  they  deserve  and 
require. 

SECOND  DISTRICT 
Jerome  Melchior,  M.D.,  trustee 

It  has  been  a privilege  to  repre- 
sent the  ISMA  Second  District  this 
year.  Our  annual  meeting  was 
held  at  the  Washington  (Ind.) 
Country  Club  May  9.  James  Beck, 
M.D.,  alternate  trustee,  did  a su- 
perb job  organizing  the  meeting. 
The  turnout  was  good,  but  it  is  a 
shame  that  more  of  our  members 
did  not  participate  in  this  meet- 
ing. 

We  hope  to  have  a leadership 
meeting  with  the  other  Second 
District  County  Society  presidents 
and  secretaries.  Perhaps  this  in- 
terchange of  ideas  will  bring  some 
solutions  for  our  common  prob- 
lems. 

Direct  contact  with  ISMA  field 
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representative  Janna  Kosinski  has 
helped  in  the  district.  Her  visits 
to  hospital  lounges  have  stimu- 
lated many  discussions  with  phy- 
sicians that  have  led  to  solutions 
to  their  problems.  She  has  been 
able  to  put  physicians  in  direct 
contact  with  the  ISMA  department 
that  can  help  them  with  problems. 
Her  knowledge  is  a great  asset  in 
the  smaller  communities,  and  I 
believe  it  should  be  continued. 


FOURTH  DISTRICT 
William  E.  Cooper,  M.D. 

The  Fourth  District  Medical  Soci- 
ety held  its  annual  meeting  May  1 
at  the  Seymour  Country  Club. 
Approximately  100  physicians  and 
spouses  attended  the  meeting. 

The  format  included  a brief  report 
from  the  leadership  of  each 
county  in  the  district.  This  format 
was  informative,  and  I suggest  it 
be  continued  at  the  next  district 
meeting  scheduled  for  May  1992 
at  the  Harrison  Lake  Country 
Club  in  Columbus. 

As  we  all  know,  the  malprac- 
tice surcharge  was  raised  to  150% 
of  policy  payment  because  of  in- 
creased litigation  against  the  fund 
during  last  year.  The  insurance 
commissioner  has  hired  four  law- 
yers who  are  investigating  the 
legality  of  claims  against  the  fund. 
The  Physicians  Insurance  Com- 
pany of  Indiana  (PICI)  has  now 
insured  2,400  physicians  and  of- 
fers a variety  of  plans  for  resi- 
dents. 1 encourage  all  physicians 
to  look  into  PICI's  services.  PICI, 
a valuable  resource  and  friend  of 
ISMA,  has  provided  $845,000  to 
the  ISMA  in  non-dues  revenue 
since  its  inception.  That  figure 
should  increase  to  $1  million  by 
1992. 

I am  pleased  to  announce  that 
the  ISMA  headquarters  moved  to 


322  Canal  Walk  in  downtown 
Indianapolis.  This  move  will 
streamline  the  ability  of  the  asso- 
ciation to  lobby  in  the  state  legis- 
lature with  greater  efficiency  and 
to  conduct  business  in  a facility 
that  affords  ample  room  for 
equipment  and  personnel. 

I caution  you  to  be  aware  of 
further  incursion  against  the  Indi- 
ana Malpractice  Act.  Although  an 
agreement  not  to  change  the  act 
was  made,  we  must  keep  our 
guard  up.  The  ISMA  Governmen- 
tal Relations  Department,  under 
the  leadership  of  Mike  Abrams, 
will  keep  on  top  of  issues,  but  we 
in  the  trenches  must  be  able  to 
respond  to  legislative  alerts.  The 
legislative  alert  system  works,  but 
we  need  your  help. 

I thank  Janna  Kosinski  for  her 
fine  field  representative  work  in 
the  Fourth  District.  Her  work  and 
attention  to  detail  are  greatly  ap- 
preciated. Kathy  Edwards  and 
Janice  Sells  also  are  appreciated 
for  their  help  throughout  the 
years. 

SIXTH  DISTRICT 

C.G.  Clarkson,  M.D.,  trustee 

This  year's  annual  meeting  was 
held  at  the  Connersville  Country 
Club  May  8.  The  day  began  with 
a golf  tourney  in  the  morning, 
and  the  ISMA  Executive  Commit- 
tee met  in  the  afternoon.  The 
meeting  began  at  7 p.m.  under  a 
new  format.  Steven  Dillinger, 
M.D.,  president  of  the  Sixth  Dis- 
trict, presided.  Robert  Maitlen, 
M.D.,  vice-president,  presented 
the  status  of  the  budget. 

District  officers  were  elected 
after  introductions  were  made. 
Dennis  Roberts,  M.D.,  was  elected 
president  for  next  year,  and  Dr. 
Maitlen  was  elected  president- 
elect. William  Toedebusch,  M.D., 


was  elected  secretary/treasurer. 
Ray  Haas,  M.D.,  alternate  trustee, 
was  elected  trustee  for  the  next 
three  years.  He  will  replace  C.G. 
Clarkson,  M.D.,  who  is  serving  his 
last  term  as  trustee.  Howard 
Deitsch,  M.D.,  was  elected  alter- 
nate trustee  to  fill  the  unexpired 
term  of  Ray  Haas,  M.D.. 

Next  year's  meeting  will  be 
held  at  the  Forest  Hills  Country 
Club  May  13,  1992. 

A panel  of  the  county  medical 
society  presidents  was  called  to 
discuss  the  problems  and  con- 
cerns of  each  county.  The  format 
and  discussion  were  enlightening. 
Dr.  Dillinger  presided  throughout 
the  dinner.  During  the  dinner, 
each  dignitary  presented  a brief 
discussion  concerning  his  activi- 
ties. 

Again  this  year,  I was  elected 
from  the  Board  of  Trustees  to 
serve  on  the  Executive  Committee. 
I have  enjoyed  working  with  this 
committee  and  the  privilege  of 
serving  as  your  trustee.  I thank 
Dr.  Haas  for  his  role  as  alternate 
trustee.  I encourage  you  to  tell 
him  your  concerns. 

As  an  involved  trustee,  I 
would  like  to  recommend  that  the 
district  establish  a format  to  ob- 
tain more  participation  in  the 
district  meetings.  The  district 
meetings  should  be  held  in  a cen- 
tral location  on  a repetitive  basis. 
The  county  presidents,  along  with 
the  trustee  and  alternate  trustee, 
should  have  a dinner  meeting  two 
or  three  times  a year  to  discuss 
district  matters. 

I commend  the  work  of  Bob 
Sullivan  as  field  representative. 

He  has  been  very  diligent  in  at- 
tending county  society  meetings 
and  visiting  the  local  hospitals. 

He  has  answered  questions,  re- 
layed important  concerns  to  the 
ISMA  membership  at  large  and 
helped  organize  the  district  rneet- 
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ings.  He  has  been  very  informa- 
tive concerning  legislative  issues. 

I congratulate  Dr.  Haas  as 
next  year's  trustee  and  Dr.  Deitsch 
as  alternate  trustee.  Please  com- 
municate with  them  and  give 
them  your  support. 

SEVENTH  DISTRICT 
Donna  J.  Meade,  M.D.,  Peter  L. 
Winters,  M.D.,  and  John  L. 
Records,  M.D.,  trustees 

Each  year,  our  reports  are  marked 
by  the  changes  and  challenges  we 
attempt  to  address  as  your  elected 
representatives.  This  year  has 
been  no  different,  but  it  has  been 
unique. 

As  we  settled  in  to  a new 
year,  challenges  remained.  Four 
county  societies  comprise  the  Sev- 
enth District.  Marion,  obviously 
the  largest,  is  joined  in  the  district 
by  the  societies  in  Hendricks, 
Morgan  and  Johnson  counties. 
Levels  of  participation  have  been 
as  varied  as  the  communities  are 
diverse.  We  are  grateful  that  John 
Records,  M.D.,  trustee,  and 
Charles  McCormick  III,  M.D., 
president,  have  worked  to  encour- 
age and  assist  Morgan  County  in 
renewing  their  activity  in  orga- 
nized medicine. 

While  each  of  your  trustees 
has  played  various  roles  in  ISMA 
affairs,  the  work  of  others  cannot 
be  ignored.  We  must  first  pay 
tribute  to  Johnson  County  and 
Seventh  District  member  Merrill 
"Max"  Wesemann,  M.D.,  for  his 
years  of  service  and  stewardship 
as  assistant  treasurer  and  trea- 
surer of  the  ISMA.  Although  he 
chooses  not  to  continue,  we  must 
not  forget  the  valuable  contribu- 
tions he  made  through  a steady 
hand  and  constant  awareness  of 
the  association's  finances. 

In  the  last  House  of  Delegates, 


we  elected  William  Beeson,  M.D., 
as  the  1991  Speaker  of  the  House 
of  Delegates.  During  the  sessions 
of  the  House,  Dr.  Beeson  demon- 
strated his  ability  to  chart  a course 
through  troubled  waters  and  con- 
firmed our  belief  in  his  leadership 
abilities.  We  also  should  note  that 
Peter  Winters,  M.D.,  has  served 
the  Seventh  District  faithfully  as 
an  at-large  member  of  the  Execu- 
tive Committee. 

During  this  year,  the  Seventh 
District  trustees  travelled  to 
Washington,  D.C.,  to  lobby  for 
medical  issues.  Last  April,  four 
Congressional  offices  were  visited, 
and  we  were  well-received.  The 
trustees  urge  you  to  write  to  our 
Congressmen  and  state  legislators 
this  year  in  anticipation  of  the 
attack  from  the  trial  lawyers  on 
the  patients  compensation  act. 

Many  other  district  members 
contributed  their  talents  this  year. 
We  appreciate  the  support  and 
participation  of  our  alternate 
trustees,  Ron  Blankenbaker,  M.D., 
Bernard  Emkes,  M.D.,  and  Dr. 
McCormick.  "They  also  serve 
who  only  stand  and  wait"  and 
who  are  truly  prepared. 

The  Seventh  District  meeting, 
for  the  first  time  in  history,  was 
held  at  a site  outside  of  the  dis- 
trict. Our  evening  at  Conner  Prai- 
rie allowed  us  to  appreciate  our 
past  and  the  knowledge  we  have 
acquired.  More  than  150  mem- 
bers, their  families  and  guests 
enjoyed  the  evening.  With  Dis- 
trict President  Dr.  McCormick 
presiding.  Dr.  Winters  was  elected 
to  his  first  full  term  as  a trustee, 
and  Dr.  Blankenbaker  was  elected 
to  his  first  full  term  as  alternate 
trustee.  Ron  Stegemoller,  M.D.,  of 
Hendricks  County  was  chosen 
president-elect  to  succeed  Dr. 
Emkes,  who  will  serve  as  presi- 
dent. 


EIGHTH  DISTRICT 

John  V.  Osborne,  M.D.,  trustee 

The  Eighth  District  held  its  annual 
meeting  June  5 at  the  Delaware 
Country  Club.  The  social  aspects 
were  hosted  by  the  Jay  County 
Medical  Society,  and  the  business 
meeting  was  chaired  by  Kathleen 
Galbraith,  M.D.,  Eighth  District 
president.  Reports  were  given  by 
each  county  president,  John  V. 
Osborne,  M.D.,  district  trustee, 
and  several  state  officers. 

Susan  Pyle,  M.D.,  of  Union 
City  was  re-elected  as  the  alter- 
nate trustee.  Dr.  Osborne  gave 
the  financial  report. 

Discussion  included  the  quar- 
terly meetings  of  county  officers 
in  the  district.  The  meetings  will 
continue  so  our  trustee  and  alter- 
nate trustee  know  how  the  coun- 
ties feel  about  ISMA  activities. 

The  trustee  and  alternate  trustee 
also  attend  county  meetings  to 
keep  abreast  of  the  wishes  of  the 
district  members. 

Carl  Andrews  Jr.  entertained 
the  group  with  a magic  show. 

Golf  awards  and  door  prizes  were 
presented. 

Madison  County  will  host 
next  year's  meeting  at  the  Ander- 
son Country  Club  on  the  first 
Wednesday  in  June. 

NINTH  DISTRICT 
Stephen  D.  Tharp,  M.D., 
trustee-elect 


The  ISMA  Ninth  District  is 
pleased  to  continue  the  tradition 
of  camaraderie  and  service  to  its 
members.  Under  the  expert  lead- 
ership of  R.  Adrian  Lanning, 

M.D.,  the  Ninth  District  hosted  its 
annual  meeting  in  Frankfort  June 


In  a dramatic  break  from  pre- 
cious meetings,  the  Ninth  District 
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hosted  an  evening  of  dinner  and 
theatre  centered  around  Neil 
Simon's  "Rumors,"  presented  by 
the  Red  Barn  Theatre.  With  such 
an  appealing  program,  we  drew  a 
record  number  of  physicians  and 
auxilians  to  the  annual  meeting. 

Lest  our  roots  not  be  forgot- 
ten, our  business  meeting  pro- 
duced a lively  discussion  regard- 
ing the  philosophy  of  medicine 
and  the  role  of  the  ISMA  and  the 
Ninth  District  in  promoting  qual- 
ity care  and  a proper  environment 
for  the  practice  of  medicine. 

The  district  reluctantly  ac- 
cepted Dr.  Lanning's  decision  to 
decline  the  nomination  to  con- 
tinue as  trustee  of  the  Ninth  Dis- 
trict. Stephen  Tharp,  M.D.,  was 
elected  trustee,  and  Timothy 
Brown,  M.D.,  was  elected  alter- 
nate trustee. 

We  thank  Dr.  Lanning  for  his 
many  years  of  generous  service  to 
the  ISMA  and  the  Ninth  District 
in  particular.  We  hope  to  carry 
on  the  tradition  that  such  a fine 
record  of  tireless  service  has  given 
us. 

TENTH  DISTRICT 

Nicholas  L.  Polite,  M.D.,  trustee 

I am  pleased  to  report  that  the 
annual  meeting  of  the  Tenth  Dis- 
trict was  a success.  Almost  300 
people  attended  the  meeting.  The 
keynote  speaker  was  Gov.  Evan 
Bayh.  The  meeting  was  successful 
due  to  the  efforts  of  many:  the 
trustee,  alternate  trustee.  Tenth 
District  officers,  officers  of  the 
component  members  of  the  Tenth 
District,  the  auxiliary  and  the 
ISMA.  The  governor  was  well- 
received,  although  his  message 
was  disappointing. 

Before  the  June  annual  meet- 
ing, the  Tenth  District  held  several 
planning  meetings  for  the  Tenth 
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District  annual  meeting. 

Elections  were  held  during 
the  annual  meeting.  Frank 
Sturdevant,  M.D.,  was  re-elected 
alternate  trustee.  Phil  Lopez, 

M.D.,  was  elected  president,  and 
Barron  Palmer,  M.D.,  was  elected 
secretary/ treasurer. 

Throughout  the  year,  the 
Tenth  District  sent  several  mail- 
ings regarding  Medicare/Medic- 
aid issues  and  pending  state  legis- 
lation. 

This  year,  we  converted  the 
Lake  County  Medical  Society  Bulletin 
into  the  Tenth  District  Medical  Soci- 
ety Bulletin.  The  bulletin  now 
contains  information  for  both 
Lake  and  Porter  counties.  It 
brings  the  societies  closer  together 
while  recognizing  and  maintain- 
ing their  uniqueness  and  indepen- 
dence. 

As  a district,  we  are  proud  to 
have  an  ISMA  president  from  our 
area  next  year. 

For  1991-1992,  we  anticipate 
more  district-wide  activities.  Leg- 
islative efforts  will  be  a primary 
concern  since  we  expect  a threat 
on  the  medical  liability  statute 
and  continuing  Medicare  restric- 
tions. As  a district,  we  must  pur- 
sue our  joint  efforts  in  this  regard. 

ELEVENTH  DISTRICT 
Jack  W.  Higgins,  M.D.,  trustee 

The  Eleventh  District  held  its  an- 
nual meeting  Sept.  19,  1990,  at 
Grissom  Air  Force  Base.  Miami 
County  served  as  hosts,  and 
James  Duncan,  M.D.,  conducted 
the  meeting.  ISMA  leadership 
also  attended  the  meeting. 

Alan  Crebo,  M.D.,  was  elected 
president,  and  Fred  Pohler,  M.D., 
was  re-elected  secretary/ treasurer. 
Jack  Higgins,  M.D.,  was  re-elected 
trustee.  Daniel  H.  "Stormy"  John- 
son, M.D.,  vice-speaker  of  the 


AMA  House  of  Delegates,  was  the 
program  speaker. 

The  1991  meeting  was  held  in 
September  in  Howard  County. 

All  Eleventh  District  members 
were  encouraged  to  attend  the 
meeting,  as  well  as  the  ISMA  an- 
nual convention  Nov.  8-10,  1991, 
in  Indianapolis.  Your  input  and 
participation  is  vital  to  the  success 
of  ISMA,  AMA  and  the  entire 
medical  profession. 

I have  not  attended  local 
county  society  meetings  because 
of  the  time  restraints  of  a busy 
practice.  I intend  to  make  every 
effort  to  attend  local  county  meet- 
ings. I am  always  available  by 
phone. 

A planning  meeting  was  held 
in  April  for  the  annual  district 
meeting.  It  was  not  well-at- 
tended. Only  Grant,  Howard  and 
Wabash  counties  were  repre- 
sented. We  will  continue  to  hold 
a planning  meeting  in  March  or 
April  each  year.  County  society 
leadership  and  their  spouses  are 
invited.  Please  try  to  have  at  least 
one  representative  from  each 
county  next  year. 

Larry  Musselman,  M.D.,  alter- 
nate trustee,  and  I thank  the  mem- 
bers of  the  Eleventh  District  for 
allowing  us  to  serve  them. 

TWELFTH  DISTRICT 
John  R.  Thomas,  M.D.,  trustee 

The  Twelfth  District  annual  meet- 
ing format  was  changed  to  a golf 
outing  at  Sycamore  Hills  Country 
Club  Sept.  19,  1991.  A business 
meeting  followed  the  golf  outing. 
Medical  society  presidents  re- 
ported their  societies'  events  dur- 
ing the  past  year.  A dinner  at 
Sycamore  Hills  Country  Club 
followed  the  business  meeting. 
Joseph  Talley,  M.D.,  a family  prac- 
titioner in  North  Carolina,  was 
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our  speaker. 

Charles  Frankhouser,  M.D., 
alternate  trustee,  proposed  that  all 
offices  of  the  district  be  elected  by 
ballots  mailed  to  the  entire  mem- 
bership rather  than  by  the  mem- 
bers who  attend  the  annual  meet- 
ing. The  proposal,  which  was  to 
be  discussed  at  the  Sept.  19  dis- 
trict meeting,  allows  the  entire 
membership  to  vote  for  officers, 
allowing  the  involvement  of  all 
members. 

Twelve  people  attended  a 
dinner  meeting  for  medical  soci- 
ety presidents  and  their  spouses 
Nov.  28,  1990.  The  district  meet- 
ing and  the  annual  meeting  were 
discussed. 

It  was  an  honor  to  represent 
the  Twelfth  District  as  trustee.  I 
have  enjoyed  the  opportunity  to 
serve  in  this  capacity. 


THIRTEENTH  DISTRICT 
Alfred  C.  Cox,  M.D.,  trustee 

The  annual  meeting  of  the  Thir- 
teenth District  was  held  Sept.  11 
at  the  Pottawattomie  Country 
Club  in  Michigan  City.  Members 
enjoyed  golf  and  shopping  at  the 
Lighthouse  Place  Outlet  Mall  be- 
fore the  afternoon  business  meet- 
ing, directed  by  District  President 
Mark  Ballard,  M.D.,  of  LaPorte. 
President-elect  David  Haines, 
M.D.,  of  Warsaw  invited  the  dis- 
trict to  attend  the  1992  meeting  at 
Stonehenge  Country  Club  in  War- 
saw. John  Schurz,  M.D.,  of  South 
Bend  presented  the  treasurer's 
report. 

District  members  enjoyed  the 
dinner  and  the  jazz  sounds  of  The 
Jeff  Brown  Trio. 

I thank  Richard  Houck,  M.D., 
of  Michigan  City  for  his  help  and 
support  as  alternate  trustee.  Our 
attendance  at  the  Board  of  Trust- 
ees' meetings  allows  for  continued 


representation  of  the  Thirteenth 
District. 


COMMISSION  ON  CONSTITU- 
TION & BYLAWS 
Helen  Geyer  Czenkusch,  M.D., 
chairman 

The  commission's  business  this 
year  consisted  of  implementing 
revisions  to  the  bylaws  according 
to  I louse  approval  of  Resolution 
90-6  (Advance  Scheduling  for 
Convention)  and  Resolution  90-36 
(Extension  of  Eligibility  for  Health 
Insurance  for  Physicians  with 
Suspended  or  Revoked  License). 

Resolution  90-16  (Future  Plan- 
ning Committee  and  Commission 
on  Convention  Arrangements) 
was  referred  from  the  House  to 
the  ISMA  Board  of  Trustees  for  its 
disposition.  At  its  March  13  meet- 
ing, the  Board  reviewed  the  pur- 
poses and  performances  of  this 
committee  and  commission  and 
determined  that  they  do  not  serve 
the  present  needs  of  the  associa- 
tion. Their  duties  and  responsi- 
bilities have  been  absorbed  and 
met  administratively  by  other 
functioning  bodies.  The  Board 
authorized  that  the  bylaws  be 
appropriately  amended  by  dele- 
tion to  reflect  the  termination  of 
this  committee  and  commission. 

Resolution  89-3  (Medical  Stu- 
dent Representatives  on  the  Board 
of  Trustees)  received  its  second 
vote  of  approval  by  the  1990 
House,  amending  Article  VII  of 
the  Constitution. 

The  revised  ISMA  Constitu- 
tion and  Bylaws,  reflecting 
amendments  to  Article  VII  of  the 
Constitution  and  Sections 
1.0303(c),  3.0101  and  7.00  of  the 
Bylaws,  is  presented  to  this  1991 
House. 


COMMISSION  ON  SPORTS 
MEDICINE 

Ronald  G.  Blankenbaker,  M.D., 
chairman 

The  Commission  on  Sports  Medi- 
cine continues  to  encourage  good 
health  and  physical  fitness 
through  safe,  effective  sports  ac- 
tivities in  school,  recreation  and 
amateur  athletic  programs.  We 
met  bimonthly  this  year,  except  in 
March  because  of  the  Gulf  War. 

The  principles  of  good  nutri- 
tion for  young  athletes  remain  of 
interest  to  the  commission.  We 
are  working  with  a local  expert  to 
create  new  educational  materials 
to  distribute  to  schools.  This  ma- 
terial should  help  dispel  some  of 
the  myths  about  nutrition. 

We  continued  to  strengthen 
our  relationship  with  the  Indiana 
Governor's  Council  on  Physical 
Fitness  and  Sports  Medicine  by 
exchanging  regular  reports.  We 
also  have  co-sponsored  with  the 
council  several  events  related  to 
youth  fitness  and  safe  sports. 

The  commission  is  concerned 
about  the  potential  legal  liability 
for  physicians  who  cover  team 
sports.  After  considerable  re- 
search, we  recommend  an  article 
be  published  in  Indiana  medicine 
to  educate  our  members  on  how 
to  protect  themselves. 

Randall  Morgan,  M.D.,  has 
continued  his  efforts  to  organize 
sports  medicine  symposia 
throughout  the  state.  These  edu- 
cational conferences  are  designed 
to  educate  physicians  and  profes- 
sionals who  are  involved  with  the 
care  and  prevention  of  sports 
injuries.  We  thank  Dr.  Morgan 
for  his  leadership  and  commit- 
ment to  this  endeavor. 

During  the  past  year,  the  com- 
mission has  addressed  other  is- 
sues including:  drugs  in  athletics, 
especially  anabolic  steroids;  regu- 
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lations  regarding  the  use  of 
splints/casts;  eye  injury  and  pro- 
tection; football  injuries;  protective 
helmets  and  face  guards  for  base- 
ball; and  legislation  affecting  the 
practice  of  sports  medicine.  1SMA 
members  should  refer  other  issues 
of  concern  to  the  commission  for 
review  and  resolution. 

I thank  the  commission  mem- 
bers and  members  of  the  Techni- 
cal Advisory  Committee  for  their 
time  and  energy. 

GRIEVANCE  COMMITTEE 
Richard  B.  Schnute,  M.D., 
chairman 

The  Grievance  Committee,  con- 
sisting of  Max  Hoffman,  M.D., 
John  Pless,  M.D.,  Anthony  Pizzo, 
M.D.,  and  Freeman  Martin,  M.D., 
investigated  multiple  complaints 
during  the  1990-1991  period  and 
worked  diligently  to  fairly  resolve 
these  issues.  Complaints  included 
differences  of  opinion  concerning 
diagnosis  and  treatment,  fees  and 
charges  and  accusations  of  im- 
proper deportment.  Most  misun- 
derstandings resulted  from  inad- 
equate communication  or  explana- 
tions. The  committee  strongly 
urges  better  communication  be- 
tween physicians  and  patients. 

As  chairman,  I thank  the  com- 
mittee members  for  their  partici- 
pation in  resolving  these  prob- 
lems. 


INDIANA  MEDICINE 
George  T.  Lukemeyer,  M.D., 
editorial  board  chairman 

Indiana  Medicine  took  on  a new 
look  effective  with  the  March  1989 
issue.  Under  the  direction  of 


then-editor,  Frank  Ramsey,  M.D., 
a comprehensive  redesign  and 
conversion  to  desktop  publishing 
enhanced  the  attractiveness  of  the 
journal. 

The  Indiana  State  Medical 
Association  (ISMA)  and  the  Board 
of  Trustees  commissioned  a read- 
ership survey  in  1990.  The  ISMA 
communications  task  force  care- 
fully considered  the  readership 
survey  and  additional  input  from 
multiple  sources  and  submitted  its 
report  and  recommendations  to 
the  Board  of  Trustees  in  the  sum- 
mer of  1990.  In  August  1990,  the 
board  accepted  the  following  task 
force  recommendations  regarding 
Indiana  Medicine: 

• Continue  Indiana  Medicine 
in  a magazine  format,  but  publish 
six  times  a year  (January,  March, 
May,  July,  September  and  Novem- 
ber) instead  of  monthly. 

• Content  of  the  publication 
should  be  changed  to  contain 
socioeconomic,  practice  manage- 
ment, legal,  ethical  and  regulatory 
articles  targeted  to  the  specific 
needs  and  interests  of  physicians. 
Each  topic  could  be  a different 
"department"  of  the  magazine. 

• Include  one  peer-reviewed 
article  in  each  issue. 

• Editorial  board  members 
should  peer  review  submitted 
scientific  articles  and  should  re- 
ceive a modest  honorarium  (sum 
to  be  determined)  for  each  article 
to  be  reviewed. 

• An  editorial  and/or  re- 
sponse should  be  printed  in  each 
issue,  either  submitted  or  solic- 
ited. 

• Indiana  Medicine  should 
continue  to  publish  obituaries, 
news  about  members  and  the 
Physicians'  Directory. 

The  past  year  has  been  a tran- 


sitional year  in  the  implementa- 
tion of  the  board's  policies  regard- 
ing Indiana  Medicine.  In  March 
1991,  appointments  to  the  edito- 
rial board  were  approved  by  the 
trustees.  All  scientific  articles  not 
previously  accepted  for  publica- 
tion have  been  reviewed  by  one 
or  more  members  of  the  editorial 
board  to  determine  acceptability 
for  publication. 

The  editorial  board  met  at  the 
ISMA  headquarters  May  1,  1991, 
and  reviewed  the  1990  readership 
survey  and  the  communications 
task  force  recommendations.  Sug- 
gestions for  topics  in  upcoming 
issues  were  solicited  from  edito- 
rial board  members,  and  guide- 
lines and  standards  for  review  of 
submitted  articles  were  discussed. 
Planning  started  for  the  1992  re- 
vised content  and  publishing 
schedule  for  Indiana  Medicine.  The 
editorial  board  met  again  Aug.  21, 
1991,  to  consider  guidelines  for 
authors,  topics  for  editorials,  so- 
cioeconomic articles,  legal-ethical 
articles  and  theme  issues  for  1992. 

The  editorial  board  chairman 
would  like  to  acknowledge  and 
thank  all  of  the  members  of  the 
editorial  board  for  their  assistance 
and  help  in  reviewing  articles  and 
planning  for  the  future.  Tina 
Sims,  managing  editor,  and  Adele 
Lash,  director  of  communications, 
have  continued  to  provide  superb 
and  dedicated  service  to  Indiana 
Medicine.  They  have  earned  my 
thanks  and  admiration  and  de- 
serve your  recognition  for  a job 
well  done. 

The  editorial  board  and  staff 
welcome  the  suggestions,  com- 
ments or  constructive  criticism  of 
the  members  of  the  ISMA.  □ 
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RESOLUTION  90-1 


Introduced  by: 
Referred  to: 

Status: 

RESOLUTION  90-2 

Introduced  by: 
Referred  to: 


Status: 


RESOLUTION  90-3 

Introduced  by: 


Referred  to: 
Status: 


RESOLUTION  90-4 

Introduced  by: 


Referred  to: 
Status: 


RESOLUTION  90-6 

Introduced  by: 
Referred  to: 

Status: 


Status  of  1990  resolutions 


ISMA  Representation  at  the 
U.S.  Pharmacopeia  Conven- 
tion 

Ed  Langston,  M.D. 

ISMA  Administrative  Policy 
Manual  for  Inclusion 

Completed. 

Alcohol-Related  Impairment, 
Education  and  Legal  Implica- 
tions 

Roland  Kohr,  M.D. 

ISMA  Legislative  Department 
and  Communications  Depart- 
ment 

Collecting  data;  legislation 
introduced  in  1991  session  but 
did  not  pass  (SB  166). 

Local  Government  Impact 

Craig  Moorman,  M.D.,  Shelby 
County  Medical  Society  and 
Fort  Wayne- 

Alien  County  Medical  Society 
Commission  on  Legislation 
SB  617,  reorganizing  human 
service  agencies,  did  not  in- 
clude the  state  board  of 
health.  It  further  clarified  that 
local  health  departments  oper- 
ate as  agencies  of  local  gov- 
ernment. 

Four-State  Agency  Merger 
Plan 

Craig  Moorman,  M.D.,  Shelby 
County  Medical  Society  and 
Fort  Wayne-Alien  County 
Medical  Society 
Commission  on  Legislation 
SB  617,  reorganizing  human 
service  agencies,  did  not  in- 
clude the  state  board  of 
health. 

Advance  Scheduling  for  Con- 
vention 

ISMA  Executive  Committee 
Commission  on  Constitution 
and  Bylaws 

To  be  referred  to  the  Commis- 


sion on  Constitution  and  By- 
laws for  implementation. 


RESOLUTION  90-7 

Introduced  by: 

Referred  to: 

Status: 


PRO  Physician  Reviewers 

ISMA  Members  of  the  ISMA- 
Sentinel  Liaison  Committee 
ISMA  Legal  Counsel  and 
Communications  Department 
Implemented  by  virtue  of  a 
notice  that  has  appeared  in 
ISMA  Reports  and  an  addi- 
tional notice  in  ISMA  Reports 
will  appear  requesting  specific 
physician  reviewer  volunteers 
for  certain  highly  needed  spe- 
cialties. 


RESOLUTION  90-8 


Introduced  by: 
Referred  to: 


Status: 


Program  Funding  for  the 
Commission  on  Physician 
Assistance 

ISMA  Board  of  Trustees 
ISMA  Policy  Manual  for  in- 
clusion and  the  ISMA  Finan- 
cial Department 
Completed. 


RESOLUTION  90-9 

Introduced  by: 
Referred  to: 

Status: 


Medical  Liability  in  Emer- 
gency Situations 

Lake  County  Medical  Society 
ISMA  Board  of  Trustees 
Referred  to  Commission  on 
Legislation  for  discussion  and 
input  with  regard  to  the  wis- 
dom of  seeking  legislation  in 
1992. 


RESOLUTION  90-11 

Introduced  by: 
Referred  to: 

Status: 


IRMIA  Rates 


Lake  County  Medical  Society 
ISMA  Legal  Counsel  and  Leg- 
islative Department 
Staff  was  advised  that  the 
administrators  of  IRMIA 
(Medical  Protective  Company 
of  Fort  Wayne,  Ind.)  and  the 
Department  of  Insurance  an- 
nually review  all  classes  of 
medical  malpractice  to  deter- 
mine which  have  the  highest 
risk  based  on  information 
available  to  the  department. 
IRMIA  rates  are  then  set  5% 
above  the  regular  rates  for 
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that  class.  Determination  of 
actuarial  soundness  of  the  5% 
penalty  would  cost  approxi- 
mately $15,000  to  undertake. 
Resolution  did  not  include 
fiscal  provisions  for  the  study; 
therefore,  the  ISMA  will  con- 
tinue to  monitor  this  situation. 

RESOLUTION  90-13 

Seconding  Speeches  for 
Nominees 

Introduced  by: 

Fountain-Warren  Medical 
Society 

Referred  to: 

ISMA  Administrative  Policy 
Manual  for  deletion 

Status: 

Completed. 

RESOLUTION  90-14 

Unsolicited  Test  Results 

Introduced  by: 

Indianapolis  Medical  Society 

Referred  to: 

Commission  on  Legislation 

Status: 

Staff  is  working  with  state 
agency  representatives  to 
properly  implement  this  reso- 
lution. 

Nursing  Home  Patient  Rights 

Larry  Hughes,  D.O. 

ISMA  Board  of  Trustees 
Letter  sent  to  resolution  au- 
thor requesting  specific  sce- 
narios to  further  demonstrate 
the  intent  of  the  resolution 
and  a more  specific  indication 
of  what  legislative  change  is 
being  requested  and  what  the 
author  envisions  it  would 
empower  the  physician  or 
medical  director  to  do  in  the 
situations  presented.  Discuss 
proposal  with  the  Mental 
Health  Association  and  Indi- 
ana Health  Care  Association. 

RESOLUTION  90-16  Future  Planning  Committee 
and  Commission  on  Conven- 
tion Arrangements 

Introduced  by:  ISMA  Executive  Committee 

Referred  to:  ISMA  Board  of  Trustees 

Status:  Board  approved  termination 

of  the  Future  Planning  Com- 
mittee and  Commission  on 
Convention  Arrangements  at 


RESOLUTION  90-15 

Introduced  by: 
Referred  to: 

Status: 


its  March  24  meeting.  Com- 
mission on  Constitution  and 
Bylaws  will  make  the  appro- 
priate changes  in  the  bylaws. 


RESOLUTION  90-17 

Introduced  by: 

Referred  to: 

Status: 


Medical  Examiner  System  for 
the  State  of  Indiana 

Fort  Wayne-Alien  County 
Medical  Society 
Commission  on  Legislation 
Efforts  were  made  to  include 
funding  for  the  current  medi- 
cal examiner  system  in  the 
1991  budget  bill.  However, 
during  the  1991  special  ses- 
sion, the  budget  passed  with- 
out this  provision. 


RESOLUTION  90-18  Review  of  Medical  Licensure 
Board  Operation  and  Process 

Introduced  by:  Fort  Wayne-Alien  County 

Medical  Society 

Referred  to:  ISMA  Board  of  Trustees  and 

ISMA  Legal  Counsel 

Status:  ISMA  is  on  record  with  the 

Medical  Licensing  Board  of 
Indiana  and  continues  to  com- 
municate the  belief  that  sum- 
mary suspension  should  be 
used  very  sparingly  and  only 
in  cases  where  there  is  over- 
whelming evidence  of  a "clear 
and  present  danger  to  the 
public."  In  all  other  cases,  the 
physician  should  be  given  an 
opportunity  to  be  heard  be- 
fore his  license  is  suspended. 
The  staff  believes  that  the 
medical  licensing  board 
agrees  with  ISMA's  position 
on  these  matters. 


RESOLUTION  90-20 


Introduced  by: 
Referred  to: 
Status: 


Reaffirmation  of  Resolution 
Supporting  Testing  for  Hu- 
man Immunodeficiency  Vi- 
rus (HIV) 

Fort  Wayne-Alien  County 
Commission  on  Legislation 
Testing  provision:  Legislation 
was  again  introduced  but  did 
not  pass.  Contact  tracing 
provision:  Adopted  in  HB 
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RESOLUTION  90-29A 


RESOLUTION  90-21 


Introduced  by: 
Referred  to: 
Status: 


Emergency  Loans  for  ISMA 
Student  Members  and  Physi- 
cians in  Training 

C.  Dyke  Egnatz,  M.D. 

ISMA  Board  of  Trustees 
Intent  of  resolution  is  being 
served  appropriately  through 
Indiana  National  Bank.  Cre- 
ation of  a separate  ISMA  pro- 
gram would  duplicate  ser- 
vices. 


RESOLUTION  90-24 


Introduced  by: 
Referred  to: 
Status: 


Customary  and  Reasonable 
Charges  as  Calculated  by 
Insurance  Companies 

Commission  on  Legislation 
ISMA  Board  of  Trustees 
Feasibility  study  of  regulation 
or  legislation  for  1992.  Re- 
port back  at  the  June  board 
meeting  for  review  and  action. 


Introduced  by: 
Referred  to: 

Status: 

RESOLUTION  90-31 

Introduced  by: 

Referred  to: 

Status: 


RESOLUTION  90-32 


RESOLUTION  90-26 

Introduced  by: 
Referred  to: 

Status: 


Long-Term  Care  for  Children 
and  Medicaid  Payments 

Commission  on  Legislation 
Commission  on  Legislation 
Implemented  with  passage  of 


SB  30  (1991) 


RESOLUTION  90-27A  Patient  Compensation 
Awards 

Introduced  by:  Howard  County  Medical  Soci- 

ety 

Referred  to:  ISMA  Board  of  Trustees 

Status:  Taken  for  information  and 

consideration  (3/24/91)  to  be 
used  at  an  appropriate  time. 


RESOLUTION  90-28 

Introduced  by: 

Referred  to: 

Status: 


Reimbursement  - Defense 
Attorney  Fees 

Howard  County  Medical  Soci- 
ety 

ISMA  Board  of  Trustees 
Defer  consideration  until  ap- 
propriate time  for  introduc- 
tion before  the  Commission 
on  Legislation. 


Introduced  by: 
Referred  to: 
Status: 


RESOLUTION  90-33A 

Introduced  by: 

Referred  to: 

Status: 


RESOLUTION  90-34A 

Introduced  by: 

Referred  to: 

Status: 
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Organizational  Communica- 
tions 

Vanderburgh  County  Medical 
Society 

ISMA  Executive  Director, 
ISMA  Legislative  and  Com- 
munications departments 
Ongoing  action  - periodic  calls 
to  county  society  executives. 

Immunity  From  Liability  for 
Physicians  Volunteering  in 
Indigent  Clinics 

Vanderburgh  County  Medical 
Society 

ISMA  Board  of  Trustees 
Further  study  of  the  issue  to 
its  societal  implications  under 
our  current  statutory  scheme 
(i.e..  Good  Samaritan  Act  and 
PL  146). 

Prohibit  Physical  Punishment 
in  Indiana  Schools 

John  Luce,  M.D. 

Commission  on  Legislation 
Legislation  introduced  during 
1991  session  but  did  not  pass. 

Care  With  Compassion  and 
Dignity 

Timothy  N.  Brown,  M.D. 

ISMA  Board  of  Trustees 
Policy  statements  written  and 
added  to  the  ISMA  Policy 
Manual. 

Medicare  Volume  Perfor- 
mance Standards 

Timothy  N.  Brown,  M.D. 

ISMA  Reimbursement  Coordi- 
nators and  AMA  Delegation 
Resolution  150  introduced  at 
the  AMA  Interim  Meeting 
(December  1990).  Substitute 
resolution  150  was  adopted  by 
the  AMA  house  that  stated 
that  the  AMA  continue  to 
seek  to  modify  and  influence 
the  MVPS  to  prevent  it  from 
becoming  an  expenditure 
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RESOLUTION  90-35 


Introduced  by: 
Referred  to: 
Status: 


target  or  cap  via  either  regula- 
tion or  legislation. 

Prescribing  Medications  to 
Psychiatric  Patients 

Suhayl  J.  Nasr,  M.D. 

ISMA  Board  of  Trustees 
Refer  to  Commission  on  Leg- 
islation for  its  information  and 
input  regarding  legislation  to 
correct  this  problem. 


RESOLUTION  90-37 

Introduced  by: 

Referred  to: 

Status: 


Laser  Surgery 

Indiana  Academy  of  Ophthal- 
mology 

ISMA  Legal  Counsel  and 
ISMA  Legislative  Department 
The  Medical  Licensing  Board 
of  Indiana  has  passed  the 
laser  surgery  rule  that  imple- 
ments this  resolution.  The 
attorney  general  has  not  final- 
ized yet. 


RESOLUTION  90-36 

Introduced  by: 
Referred  to: 

Status: 


Extension  of  Eligibility  for 
Health  Insurance  for  Physi- 
cians With  Suspended  or 
Revoked  License 

Subcommission  on  Insurance 
Commission  on  Constitution 
and  Bylaws 

To  be  referred  to  the  Commis- 
sion on  Constitution  and  By- 
laws for  implementation. 


RESOLUTION  90-38 


Introduced  by: 
Referred  to: 

Status: 


Resignation  of  Inspector 
General,  Department  of 
Health  and  Human  Services 

C.  Dyke  Egnatz,  M.D. 

ISMA  Communications  De- 
partment 

Action  completed  prior  to 
introduction  of  resolution. 
Letters  were  sent  to  President 
Bush  and  U.S.  senators  and 
representatives.  Videotape 
disseminated  and  shown. 
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To  SEE  BEYOND 
THE  NEEDS  OF  TODAY... 


YOU  NEED  CALYX 

Calyx  provides  powerful  software 
solutions— written  to  manage  the 
changing  regulations  facing  the  modern 
medical  practice.  Easy  to  learn. 

Easy  to  use.  Easy  to  produce  results. 


A FLAGSHIP  COMPANY 

150  N.  Sunnyslope  Road,  Suite  375, 
Brookfield,  W1  53005 
Phone  (800)  558-2208 
Fax  (414)  782-3182 


Van  Ausdall  & Farrar,  a specialist  in 
medical  practice  automation  for  over 
75  years,  has  teamed  up  with  Calyx  to 
provide  the  total  solution  to  your  prac- 
tice's needs.  For  more  information 
call  (317)  634-2913. 


VanAusdall 
Farrar  = 

TOTAI  OFFICF  SSS7 
AUTOMATION 

1214  North  Meridian  Street 
Indianapolis,  Indiana  46204 
Phone  (317)  634-2913 
Fax  (317)  638-1843 
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NUMBER  21 


OCTOBER  1991 


MUSEUM  EMPLOYS 
NEW  DIRECTOR 

The  Indiana  Medical  History  Museum 
this  summer  selected  Oren  S.  Cooley  as  the 
organizations  first  full-time  director. 

Previously,  Katherine  Mandusic 
McDonell  not  only  worked  hall-time  as  the 
museum's  director  hut  also  served  half-time 
at  the  Indiana  Historical  Society  where  she 
researched  medical  history,  McDonell  left 
her  positions  to  become  the  assistant  direc- 
tor for  marketing  and  communications  at 
the  Indiana  University  Center  on  Phi- 
lanthropy. 

Cooley  possesses  diverse  experience  in 
the  medical  and  museum  fields.  Most 
recently,  he  worked  for  one-and-a-half 
years  in  the  marketing/public  relations 
department  at  Westview  Hospital  and,  prior 
to  that  position,  for  more  than  three  years  in 
the  research  department  at  St.  Vincent 
Hospital  and  Health  Care  Center. 

Currently,  Cooley  serves  on  the  Board  of 
Directors  for  the  Association  of  Indiana 
Museums  (AIM),  for  which  he  edits  the 
organization’s  newsletter,  the  AIM  Bulletin. 

In  addition,  Cooley  volunteers  at  the 
President  Benjamin  Harrison  Home  in 
Indianapolis.  Among  his  activities,  he  con- 
ducts tours  and  assists  the  museums  staff 
with  special  events. 


ANNUAL  MEETING  TO  FEATURE  MEDICAL  LANDMARKS 


Contemporary  travelers  need  not  stray 
too  far  from  their  vacation  resorts  to  experi- 
ence the  remarkable  stories,  interesting 
characters  and  fascinating  structures  which 
comprise  medical  history. 

“There  are  places  all  over  the  country 
that  contributed  to  the  evolution  of  health 
care,”  notes  Dr.  Martin  R.  Lipp,  author  of 
Medical  Landmarks  USA:  A Travel  Guide. 
“No  matter  where  people  go,  they  can  easily 
integrate  medical  history  into  their  travels.” 

Dr.  Lipp  will  explore  many  of  the  more 
than  600  historical  sites,  medical  land- 
marks and  diverse  museums  that  tourists 
may  visit  during  the  annual  meeting  of  the 
Indiana  Medical  History  Museum.  The 
meeting,  which  is  open  to  the  public,  will 
occur  from  2 p.m.  to  4 p.m.,  Sunday,  Oct. 
20,  at  the  museum. 

During  the  presentation,  Dr.  Lipp  will 
discuss  the  human  element  that  helped  to 
shape  the  development  of  these  unique 
structures  and  sites.  The  colorful  stories 
will  enrich  any  tourist’s  experiences  while 
visiting  the  various  landmarks. 


For  example,  Philadelphia’s  numerous 
historical  structures  include  Pennsylvania 
Hospital  — the  first  hospital  in  the  colo- 
nies. Originally  conceived  by  Dr.  Thomas 
Bond  m the  1750s,  the  idea  for  the  hospital 
aroused  little  enthusiasm  until  Benjamin 
Franklin  began  supporting  the  project. 

Franklin  convinced  the  Pennsylvania 
Assembly  to  contribute  2,000  pounds 
towards  the  hospital’s  construction  under 
the  condition  that  Franklin  match  that  fig- 
ure by  soliciting  private  donations.  Frank- 
lin later  recalled,  “I  do  not  remember  any  of 
my  political  manoeuvers  the  success  of 
which  gave  me  at  the  time  more  pleasure;  or 
that  in  afterthinking  of  it,  I more  easily 
excused  myself  for  having  made  the  use  of 
cunning.” 

In  addition,  the  presentation  will  high- 
light the  compassion  and  devotion  that 
many  people  have  exhibited  to  provide 
health  care.  The  Kalaupapa  National  His- 
torical Park  in  Hawaii  includes  the  hospital, 
the  doctor's  house,  the  church  and  the  other 

(See  "Landmarks  on  Page  2) 


Medical  Landmarks  USA:  A Travel  Guide  explores  the 
various  attractions  tourists  may  visit.  Author  Martin  R. 
Lipp.  M.D..  lull  speak  at  the  museum's  annual  meeting 
Oct.  20. 


JAMES  HARVEY  YOUNG  TO  SPEAK  AT 
SOCIETY’S  ANNUAL  CONFERENCE 


Dr.  James  Harvey  Young  will  speak  on 
the  important  role  Hoosiers  played  in  the 
development  and  passage  of  the  first  federal 
legislation  regulating  the  production  of  food 
and  drugs  during  the  Indiana  Historical 
Society’s  73rd  annual  Indiana  History  Con- 
ference Nov.  1-2. 

His  presentation,  entitled  "The 
Toadstool  Millionaires:  Their  Rise  and 
Restraint,  will  begin  during  the  con- 
ference’s luncheon  on  Nov.  2.  The  event  will 
occur  at  the  University  Place  Conference 
Center  in  Indianapolis. 

Dr.  Young,  Professor  of  History  Emeritus 
at  Emory  University  in  Atlanta,  has  written 
several  books  that  trace  the  history  of  health 
quackery  in  America.  In  The  Toadstool  Mil- 
lionaires (1961).  the  author  describes  the 
origin,  development  and  criticism  of  patent 
medicines  in  America  from  the  importation 
of  British  brands  during  colonial  days  to  the 
enactment  of  the  Pure  Eood  and  Drugs  Act 
m 1906. 

Dr.  Harvey  Washington  Wiley  cam- 
paigned extensively  during  the  late  1800s 
and  early  1900s  against  impure  food  prod- 
ucts and  misbranded  foods  and  drugs.  As 
chief  chemist  for  the  U.S.  Department  of 
Agriculture,  the  Indiana  native  played  a 
crucial  role  in  the  development  and  passage 
of  the  first  federal  legislation  regulating  the 
production  of  food  and  drugs. 


Snakeroot  Extract  denies  its  name  from  the 
white  snakeroot  plant,  which  significantly 
impacted  medical  history  in  Indiana.  Many 
early  Hoosiers  experienced  milk  sickness,  a mys- 
terious disease  the  cause  of  which  remained 
unknown  until  the  1920s.  At  that  time,  physi- 
cians traced  the  disease  to  the  white  snakeroot , 
or  rather ; to  the  consumption  of  milk  from  cows 
that  had  grazed  on  the  plant.  The  white  snake- 
root contains  the  poison  tremetol. 

The  Indiana  Medical  History  Museum  publishes 
Snakeroot  Extract  m association  with  the 
Indiana  Historical  Society.  Thus,  the  members 
of  the  museum  and  the  members  of  the  Indiana 
Historical  Society  's  Medical  History  Committee 
receive  this  newsletter.  Individuals  should  direct 
auguries  about  committee  membership  to:  Indi- 
ana Historical  Society,  315  West  Ohio  Street, 
Indianapolis,  1 1\  16202 -1 299 . (SIT) 

232-1882. 

Individuals  should  submit  items  for  publication 
and  direct  any  inquires  about  museum  mem- 
bership to:  Oren  S.  Cooley,  Indiana  Medical 
History  Museum.  3000  West  Washington  Street, 
Indianapolis.  IN  16222-1055.  (317) 
635-7329. 


The  Indiana  Historical  Society  designed 
the  conference  to  recognize  and  celebrate 
the  175th  anniversary  of  Indiana’s  state- 
hood. The  sessions  will  include  presenta- 
tions on  archaeological,  black,  family, 
local,  military  and  women’s  history. 

Hie  conference,  open  to  the  public,  will 
begin  with  a program  of  the  Indiana  Asso- 
ciation of  Historians  at  4:30  p.m.,  Friday, 
Nov.  1.  Kenneth  T.  Jackson,  Professor  of 
History  and  Social  Sciences  at  Columbia 
University  in  New  York  City,  will  discuss 
“The  Future  of  the  Past:  The  Eight  over 
History  in  American  Schools.” 

The  sessions  that  celebrate  Indiana’s 
statehood  will  begin  at  9 a.m.,  Saturday, 
Nov.  2.  Besides  Young’s  presentation,  they 
include  discussions  on  Indiana  artists  in 
the  19th  century,  Mexican  deportation  in 
the  1930s,  the  state’s  urban  history  and 
unknown  facts  about  Indiana’s  history. 

In  addition,  Jerry  Sanders,  Superinten- 
dent, Lincoln  Boyhood  National  Memorial 
in  Lincoln  (City,  Ind.,  will  examine  Abra- 
ham Lincoln’s  family  and  the  reasons  the 
Lincolns  came  to  Indiana.  Afterwards, 
Wayne  Sanford.  Director  of  Public  Rela- 
tions, Crown  Hill  Cemetery  and 
Mausoleum  in  Indianapolis,  will  present  a 
talk,  entitled  “The  Many  Faces  of  Abraham 
Lincoln. 


LANDMARKS 

(Continued  from  Page  1) 

buildings  built  by  Father  Joseph  Damien 
after  he  arrived  in  187.3  to  address  the  plight 
of  people  afflicted  with  leprosy. 

Lepers  were  confined  to  the  peninsula 
alter  King  Kamehameha  V signed  the  "Act 
to  Prevent  the  Spread  of  Leprosy”  in  1865. 
However,  the  isolated  community,  domi- 
nated by  disease  and  hopelessness,  slowly 
degenerated  until  Father  Damien’s  arrival. 

Gradually  winning  the  trust  of  the  peo- 
ple, Father  Damien  worked  tirelessly  to 
construct  buildings,  run  fresh-water  lines, 
plant  crops,  bandage  the  patients'  sores  and 
care  for  the  spirit  of  his  Hock.  When  he  died 
of  leprosy  in  1889,  Father  Damien  had  dem- 
onstrated to  the  world  that  once  again  love 
can  provide  powerful  medicine. 

Besides  discussing  the  historical  sites 
and  people,  Dr.  Lipp  will  recount  his  expe- 
riences in  gathering  the  information  for  his 
book.  Alter  the  presentation,  the  audience 
■) 


New  Style  Box  „ 

|’v~i >WE.  THE  UNDERSIGNED.  DO  f 

HEREBY  GUARANTEE  THAT  THE  I 

CONTENTS  OF  THIS  PACKAGE  ARE  “ 
NOT  ADULTERATED  OR  Mlfc-BRANDED  V 
WITHIN  THE  MEANING  OF  THE 
FEDERAL  FOOD  AND  DRUGS  ACT  OF 
JUNE  30  TH,  1906  AS  AMENDED. 

Himfod  ManufBeturing  Company. 


NET  WEIGHT^  3j_0ZS. 
Adopted  May,  1912 


The  new  style  box  for  Hirnrods  Asthma  Powder  reflects 
the  effect  the  Pure  Food  and  Drugs  Act  of  1906  had  on 
the  manufacturers  of  medicine.  Dr.  James  Harvey  Young 
will  address  the  important  role  Hoosiers  played  in  the 
passage  of  that  legislation  during  the  Indiana  Histor- 
ical Society's  73rd  annual  Indiana  History  Conference 
Non  1-2. 


[Interested  people  should  register  by  Tuesday, 
Oct.  29,  in  order  to  attend  the  conference. 
For  more  information,  contact  the  Indiana 
Historical  Society,  315  West  Ohio  Street, 
Indianapolis.  IX  46202  (317)  232-18821. 


may  meet  Dr.  Lipp  and  share  their  travel 
experiences  during  an  informal  reception. 

People  attending  the  annual  meeting  also 
may  tour  the  Indiana  Medical  History 
Museum.  J'he  facility  was  the  last  site  vis- 
ited by  Dr.  Lipp  during  bis  year-long  tour  of 
the  nation's  various  medical  landmarks. 

“This  marvelous  museum  is  quite  simply 
without  peer  in  the  entire  country,”  wrote 
Dr.  Lipp  in  Medical  Landmarks  USA:  A 
Travel  Guide.  “What  sets  it  apart  from  the 
competition  is  not  its  collection  . . . but 
rather  the  incredibly  well-preserved  build- 
ing in  which  the  collection  is  displayed. 

Besides  Medical  Landmarks  USA:  A 
Travel  Guide  (1991).  Dr.  Lipp's  published 
works  include  The  Human  Side  of  Medical 
Care  ( 1977)  and  Respectful  Treatment  — A 
Practical  Handbook  of  Patient  Care  ( 1986). 

/ Interested  people  may  contact  the  Indiana 
Medical  History  Museum  at  (317 ) 635-7329 
for  more  information  about  the  annual  meet- 
ing-] 


LECTURES,  SURGERIES  OCCURRED  IN  AMPHITHEATERS 


Physicians  trained  during  the  late  1800s 
and  early  1900s  experienced  the  golden  era 
for  the  anatomical  or  surgical  amphitheater 
— the  principal  facility  then  used  to  edu- 
cate medical  students. 

Oval  or  circular  in  nature,  the  amphi- 
theater consisted  of  rising  tiers  of  seats 
arranged  about  an  open  space.  This  unique 
configuration  enabled  physicians  not  only 
to  perform  autopsies  or  surgeries  but  also  to 
simultaneously  demonstrate  those  pro- 
cedures to  numerous  medical  students. 

Medical  amphitheaters  developed  in  the 
1500s  when  physicians  and  laymen 
expressed  a keen  interest  in  witnessing  ana- 
tomical dissections  and  learning  about  ana- 
tomical knowledge.  Although  temporary 
facilities  existed,  the  first  permanent  ana- 
tomical amphitheater  was  constructed  in 
1594  for  surgeon-anatomist  Fabrieius  ab 
Aquapendente  ol  Padua. 

In  the  1600s  and  1700s,  surgeons, 
especially  in  France,  began  to  use  large 
amphitheaters  in  order  to  demonstrate  oper- 
ative procedures  on  cadavers  to  medical 
students.  As  a result,  teaching  hospitals 
gradually  adopted  amphitheaters  as  the  pri- 
mary arena  in  which  surgeons  could  not 
only  lecture  to  students  but  also  perform 
operations  on  patients. 

Large  surgical  amphitheaters  became 
more  commonplace  in  metropolitan  medi- 
cal centers  during  the  1800s.  This  trend 
continued  as  the  medical  profession’s  anti 
the  publics  fascination  with  surgery  grew 
and  as  the  introduction  of  anesthesia 
increased  the  number  of  elective  surgeries. 


The  amphitheaters  constructed  during 
the  late  1800s  and  earlv  1900s  olten  accom- 
modated between  100  and  400  people. 
From  elevated  tiers,  professional  col- 
leagues and  medical  students  watched  as 
the  surgeons  demonstrated  their  proficiency 
in  performing  various  procedures. 

In  an  article  published  in  1919  that 
recounted  this  earlier  period.  Dr.  Stephen 
Smith,  a New  York  surgeon,  described  the 
intense  fascination  with  surgery  and  the 
prominent  role  afforded  the  surgeon.  “The 
Gatlin  [a double-edged,  pointed  knife],  glit- 
tering for  a moment  above  the  head  of  the 
operator,  was  plunged  through  the  limb  and 
with  one  artistic  sweep  made  the  flaps  or 
completed  a circular  amputation,”  wrote 
Dr.  Smith  about  a surgical  procedure  per- 
formed in  the  1870s  at  Bellevue  Hospital  in 
New  York  City.  “The  fall  of  the  amputated 
part  was  greeted  with  tumultuous  applause 
by  the  excited  students.  The  operator 
acknowledged  the  compliment  with  a for- 
mal bow." 

This  increased  interest  that  the  medical 
profession  maintained  in  surgery  and  the 
heightened  confidence  the  public 
expressed  in  this  field  prompted  hospital 
authorities  to  upgrade  operating  arenas.  As 
a result,  elegant  new  surgical  amphi- 
theaters constructed  of  iron,  marble  and 
glass  replaced  the  wooden  structures  built 
previously. 

As  advances  in  microbiology  dictated  the 
adoption  of  aseptic  practices,  the  risk  ele- 
ment and  excitement  often  associated  with 
surgery  decreased.  As  the  fascination  with 
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Physicians  observe  a surgical  procedure  in  the  amphitheater  at  the  Indianapolis  City  Hospital  (now  named  U ishard 
Hospital)  in  the  early  1920s.  .4.9  advances  in  microbiology  dictated  the  adoption  of  aseptic  practices , hospitals 
replaced  surgical  amphitheaters  with  operating  rooms  that  accommodated  only  the  physicians  needed  for  the 
surgery. 


"The  Cross  Clinic  (1875)  by  Thomas  Cabins  depicts 
American  surgeon  Samuel  Cross  as  he  demonstrates 
surgical  techniques  for  the  attending  medical  students, 
(hal  or  circular  in  nature . many  amphitheaters  in  the 
late  1800s  could  seal  as  many  as  500  medical  students. 

this  field  declined,  hospitals  began  to 
replace  surgical  amphitheaters  with  operat- 
ing rooms  which  only  accommodated  the 
surgeons  and  assistants  needed  to  perform 
the  procedures. 

As  with  the  rise  of  the  medical  amphi- 
theater, the  decline  ol  these  structures 
began  to  occur  in  Europe  before  the  trend 
occurred  in  America.  As  early  as  1886, 
German  surgeon  Albert  Christian  Theodor 
Billroth  lamented  that  few  of  the  50  to  60 
students  who  attended  lectures  in  his  450- 
seat  amphitheater  remained  to  witness  the 
operations.  By  1917,  surgical  amphi- 
theaters had  disappeared  completely  from 
hospitals  in  London. 

In  America,  surgeons  continued  to  per- 
form operations  in  large  amphitheaters  until 
the  1920s.  Bv  the  end  of  that  decade, 
increased  incidence  of  wound  infection 
supported  the  general  conviction  that  sur- 
geons and  hospitals  should  discontinue  the 
use  of  these  facilities. 

Surgical  amphitheaters  did  experience  a 
fleeting  revival  when  physicians  began  to 
perform  open-heart  surgeries  in  the  1950s. 
Unlike  their  predecessors,  the  amphi- 
theaters built  during  this  decade  used  over- 
head glass  domes  to  screen  the  operative 
arenas  from  interested  spectators.  Today, 
these  viewing  domes  remain  empty  except 
for  occasional  demonstrations  of  special 
surgical  procedures. 

/Source:  The  Rise  of  Surgery:  From  Empiric  (.raft  to 
Scientific  Discipline  (1978)  by  Owen  //.  Wangensteen, 
M.D.,  Ph.D.,  and  Sarah  D.  Wangensteen,  B.A.j 
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MUSEUM  RECEIVES  TWO  GRANTS 


The  Indiana  Medical  History  Museum 
received  two  grants  this  year  which  the 
museum  will  use  to  make  improvements  to 
its  historic  structure  and  to  develop  various 
educational  programs. 

The  grants  include  a $10,000  matching 
grant  from  the  Historic  Preservation  Grant 
Program  of  the  U.S.  Department  of  the  Inte- 
rior. In  Indiana,  the  Division  of  Historic- 
Preservation  and  Archaeology  of  the 
Department  of  Natural  Resources  admin- 
isters the  program. 

In  addition,  the  museum  received  a 
$7,197  general  operating  support  grant 
from  the  Institute  of  Museum  Services 
(IMS).  The  IMS  provides  museums  with  the 
only  federal  source  for  funds  to  cover  gen- 
eral operating  expenses. 

The  Indiana  Medical  History  Museum 
will  use  the  $10,000  matching  grant  to 
install  a new  flat  roof  on  the  rear  portion  of 
the  historic  structure.  This  work  also  will 
include  repairing  the  buildings  skylights 
and  guttering  as  well  as  repointing  any 
damaged  masonry. 

In  addition,  the  matching  grant  will 


enable  the  museum  to  install  a handi- 
capped-access ramp.  The  structure  will 
allow  admittance  to  seven  of  the  eleven 
historical  rooms  and  the  museums  exhibits 
gallery. 

The  museum  also  will  use  the  matching 
grant  to  install  automatic  change-over  ther- 
mostats for  the  buildings  temperature  con- 
trol unit.  The  improvement  will  help  the 
museum  provide  the  constant  interior  tem- 
perature necessary  to  preserve  the 
museum's  collection  of  more  than  15,000 
artifacts. 

The  .$7,197  general  operating  support 
grant  will  help  the  museum  develop  pro- 
grams for  school  children,  self-guided  tours 
of  the  museum  and  exhibits  on  the  history  of 
health  care.  The  museum  also  will  use  the 
grant  to  purchase  supplies  and  materials  for 
the  care  and  conservation  of  its  collection. 

The  Indiana  Medical  History  Museum 
was  one  of  432  museums  nationwide  to 
receive  a general  operating  support  grant. 
Phe  IMS  announced  the  award  after  review- 
ing 1,390  applications  submitted  from  vari- 
ous types  of  museums. 


ANNUAL  CAMPAIGN 
TO  BEGIN  IN  NOVEMBER 


The  Indiana  Medical  History  Museum 
will  begin  its  annual  operating  support 
campaign  this  November. 

The  campaign  helps  raise  funds  to  sup- 
port various  aspects  of  the  museums  opera- 
tions, such  as  the  costs  associated  with 
utilities  and  maintenance.  The  individual 
and  corporate  contributions  enable  the 
museum  to  remain  open  to  provide  its 
diverse  programs. 

The  Indiana  Medical  History  Museum 
conducted  its  first  operating  support  cam- 
paign in  1989,  when  the  museum  raised 
more  than  $10, 000.  Last  year,  the  museum 
increased  its  contributions  to  more  than 
$16,500. 


Indiana  Medical  History  Museum 
3000  West  Washington  Street 
Indianapolis,  IN  46222-4035 
(317)635-7329 


If  you  have  patients  that  are  part  of  the 
Seventy-Plus  Generation,  you  might 
suggest  they  take  a look  at  one  of  their 
more  interesting  and  stimulating  life-style 
options,  and... 

COMEljyeWITH  US! " 

Call  (317)  848-2448 


Independent  Apartments  • Health  Care  Center 
12999  N.  Pennsylvania,  Carmel,  IN  46032 


YES!  I would  like. . . 

□ To  schedule  an  appointment  to  visit 

□ To  be  called  with  more  details 

□ More  information  mailed  to  me 


Name: 


Address: 


City/State/Zip: 
Phone:  ( 


Please  return  to:  Summer  Trace  Retirement  Communities 

12999  N.  Pennsylvania,  Carmel,  IN  46302 


RETIREMENT 

COMMUNITIES 


TRACE 


Do  you  have 
patients  in  the 
Seventy-Plus 
Generation? 


They  are  active,  vibrant,  involved  people 
who  really  enjoy  living.  Independent  and 
resourceful,  they  are  young  at 
heart  and  want  to  get  the  most 
out  of  life. 

Active  Lifestyle 

At  Summer  Trace  Retirement 
Communities,  we've  created  a 
comprehensive  senior  adult 
life-style  that  offers  a variety 
of  personal  services  and 
amenities  within  an  active,  stimulating 
environment  that  emphasizes  personal 
independence  and  security. 

Variety  of  Apartments 

Independent  living  options  in 
studio,  one  and  two  bedroom 
apartments  are  available.  For 
those  in  need,  a full  service 
health  care  center,  for 
rehabilitation,  short  and  long 
term  stays,  is  also  available. 

Tell  Someone  You  Know 


Mr  I 

A **  i 

•;  H 

1 TS**. 


Executive  summary  of 
white  paper  on  INCAR 


X or  health  care  providers 
and  health  care  consumers,  the 
development  of  a fair  and  efficient 
system  for  adjudicating  medical 
malpractice  claims  is  an  issue  that 
threatens  the  accessibility, 
affordability  and  quality  of  health 
care  in  the  United  States. 

The  American  Medical  Asso- 
ciation has  estimated  that  the 
threat  of  malpractice  lawsuits 
adds  $5.6  billion  in  insurance  pre- 
miums each  year  to  the  nation's 
health-care  bill,  and  approxi- 
mately $15  billion  in  the  form  of 
defensive  medicine  procedures. 

Throughout  the  nation,  states 
are  experiencing  shortages  of  phy- 
sicians and  dangerous  gaps  in  the 
availability  of  specific  medical 
procedures,  such  as  obstetrics,  as 
a result  of  the  high  cost  of  medical 
liability  insurance  and  the  ever- 
increasing  likelihood  of  litigation. 

Access  to  physicians  and 
medical  care  was  one  of  the  driv- 
ing issues  in  the  development  of 
Indiana's  groundbreaking  1975 
malpractice  legislation.  Not  only 
was  Indiana  the  first  state  in  the 
nation  to  adopt  comprehensive 
malpractice  reforms,  but  it  has 
maintained  them.  Now  Indiana's 
law  has  become  a model  for  other 
states  contemplating  tort  law 
changes. 

Referred  to  as  the  Indiana 
Compensation  Act  for  Patients 
(INCAP),  this  new  law  was  the 
first  comprehensive  patient  com- 
pensation statute  in  the  nation.  In 
subsequent  legal  tests,  the  Indiana 
Supreme  Court  has  upheld  the 
constitutionality  of  key  aspects  of 
this  legislation.  The  law's  goal 
was,  and  is,  to  protect  the  health 
of  the  citizens  of  Indiana  by  pre- 
venting a reduction  of  health  care 
services. 

Within  the  last  12  months,  the 


Message  from  the  president 


Michael  O.  Mellinger,  M.D. 
ISMA  President 


Ti 


he  issue  of  professional  liability  continues  to  be  a concern  of 
all  physicians.  The  following  executive  summary  of  a white  paper 
on  the  Indiana  Compensation  Act  for  Patients  (INCAP)  tells  the 
success  story  of  Indiana's  malpractice  legislation.  The  paper,  com- 
missioned by  the  Indiana  State  Medical  Association,  shows  that 
INCAP  gives  physicians  a stable  environment  in  which  to  practice, 
assures  patients  of  access  to  quality  medical  care  and  fairly  compen- 
sates injured  patients.  The  white  paper,  available  on  request  from 
the  ISMA  Communications  Department,  will  be  discussed  Saturday, 
Nov.  9,  during  a special  session  at  the  ISMA  annual  meeting.  I 
encourage  your  attendance  at  this  special  session  to  learn  more 
about  INCAP.  □ 


neighboring  states  of  Michigan, 
Wisconsin  and  Illinois  have  re- 
ported physician  shortages,  but 
Indiana  has  continued  to  provide 
affordable,  accessible  care  to  pa- 
tients due  to  INCAP. 

* In  Wisconsin,  one  in  eight 
obstetricians  and  one-fourth  of  all 
family  physicians  no  longer  de- 
liver babies  due  to  the  high  cost  of 
medical  liability  insurance  and 
payments  into  their  Patient  Com- 
pensation Fund  (PCF).  In  1990,  42 
counties  lacked  adequate  access  to 
obstetricians  and  other  physicians, 
compared  to  25  counties  in  1979. 
During  the  same  time  period 
obstetric  liability  premiums  rose 
from  $6,297  to  $58,288  a year. 

* Twelve  rural  Southern  Illi- 
nois counties  had  no  obstetric  care 
at  all  in  1989.  Doctors  and  hospi- 
tals often  restrict  or  eliminate  ob- 
stetric services  because  of  high 
malpractice  insurance  costs. 

When  doctors  are  forced  to  quit 
obstetrics  or  move  to  other  states, 
pregnant  women  often  are  forced 
to  drive  30  to  50  miles  to  have 
their  babies  delivered. 


* Fifty-seven  percent  of 
Michigan's  medical  school  gradu- 
ates are  leaving  the  state  because 
of  the  high  cost  of  premiums. 
Only  Florida  and  New  York  pay 
higher  professional  premiums 
than  Michigan.  Patients  in  Michi- 
gan are  at  greater  risk  because 
their  state  is  losing  doctors  daily 
to  neighboring  states. 

Researchers  have  theorized 
that  reports  of  technological  ad- 
vances and  headlines  trumpeting 
medical  breakthroughs  have  con- 
tributed to  a heightened  public 
perception  that  all  maladies  can, 
and  should,  be  cured.  As  such, 
the  liability  problem  is,  in  part, 
related  to  advancements  in  the 
field  of  medicine  that  have  pro- 
duced wholly  unrealistic  expecta- 
tions. 

According  to  a Gallup  Poll 
cited  this  year  in  Best’s  Review,  as 
many  as  93  percent  of  national 
respondents  believe  today's 
higher  medical  malpractice  insur- 
ance rates  are  directly  linked  to 
patients'  increased  tendency  to 
sue  their  doctors.  The  same  poll 
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found  that  88  percent  are  con- 
vinced that  doctors  are  being 
charged  higher  malpractice  insur- 
ance rates  because  settlements  in 
liability  lawsuits  are  much  larger 
than  they  used  to  be.  However,  a 
solid  72  percent  of  those  polled  do 
not  believe  that  physicians  today 
are  less  competent  than  they  used 
to  be. 

No  evidence  exists  that  can 
directly  correlate  the  higher  num- 
ber of  professional  liability  claims 
and  the  explosive  growth  in  the 
size  of  awards  to  a decline  in  the 
quality  of  health  care.  Neverthe- 
less, in  most  states,  more  physi- 
cians are  being  sued  for  more 
money  than  ever  before.  The 
result  is  fewer  physicians  and  a 
dangerous  lack  of  medical  care  for 
far  too  many  Americans. 

Before  the  Indiana  General 
Assembly  enacted  INCAP,  the 
state's  health  care  providers  - and 
ultimately,  the  state's  health  care 
consumers  - were  faced  with  a 
crisis  of  similarly  monumental 
proportions.  Insurance  companies 
covering  Indiana  health  care  pro- 
viders, in  reaction  to  enormous 
jury  awards  for  medical  malprac- 
tice plaintiffs,  increased  medical 
malpractice  premiums  by  an  aver- 
age of  410  percent  between  1970 
and  1975.  Physicians  were  retir- 
ing early;  others  abandoned  high- 
risk  fields  such  as  obstetrics,  neu- 
rology and  anesthesiology. 

INCAP  approached  the  twin 
dilemma  of  soaring  liability  costs 
and  the  accompanying  threat  of 
impaired  access  to  medical  care 
from  a variety  of  directions: 

* A state-run  insurance  fund 
to  pay  large  claims,  called  the 
Patient's  Compensation  Fund 
(PCF),  was  created  by  levying  an 
annual  surcharge  on  physicians 
equal  to  150  percent  of  their  an- 
nual malpractice  premium,  as  of 
Oct.  1,  1991. 


* The  law  set  up  a medical 
review  panel  to  determine,  once  a 
complaint  has  been  filed,  whether 
or  not  it  believes  negligence  oc- 
curred. The  panel  is  composed  of 
three  health  care  providers  and 
one  attorney,  who  has  no  voting 
power.  The  panel  opinion  ren- 
dered is  not  legally  binding,  but 
members  can  be  called  upon  to 
testify  if  the  case  proceeds  to 
court. 

* According  to  the  statute, 
health  care  providers  are  required 
to  have  at  least  $100,000  malprac- 
tice liability  insurance  per  occur- 
rence and  $300,000  in  the  annual 
aggregate. 

* As  a means  of  curbing  the 
runaway  awards  plaguing  other 
states,  the  law  set  an  upper  limit 
on  recoverable  awards,  which  was 
increased  by  50  percent  last  year. 
The  amount  a plaintiff  can  receive 
is  $750,000,  raised  from  $500,000, 
for  incidences  of  alleged  malprac- 
tice after  January  1,  1990.  This 
amount  does  not  account  for  any 
reimbursement  the  plaintiff  may 
receive  from  other  sources,  such 
as  health  insurance,  etc. 

* The  law  attempted  to  control 
attorneys'  fees  to  ensure  that 
awards  for  injured  patients  go 
where  they  are  intended  - to  the 
patients.  Attorneys'  fees  are  un- 
limited on  the  first  $100,000 
recovered  by  the  plaintiff,  and 
they  are  allowed  up  to  15  percent 
of  any  recovery  from  the  PCF. 
There  is  no  limit  on  the  amount  of 
expenses  an  attorney  may  charge. 
National  studies  have  demon- 
strated that  approximately  60 
percent  of  the  money  spent  on 
malpractice  goes  to  attorneys  and 
court  administration. 

Medical  malpractice  is  not  one 
problem,  but  a series  of  interre- 
lated problems  that  involve  the 
regulation  and  social  control  of 
medical  practice,  quality  of  care. 


insurance  markets,  consistent 
asssessment  of  liability  in  the  legal 
system  and  the  existing  paradigm 
of  societal  attitudes  toward  the 
practice  of  medicine.  As  such,  the 
solution  to  this  series  of  problems 
must  involve  action  on  multiple 
fronts.  INCAP,  with  its  multi- 
dimensional approach,  has  proven 
to  be  both  patient-friendly  and 
physician-friendly. 

According  to  a three-year 
study  conducted  by  the  Indiana 
University  Center  for  Law  and 
Health,  patients  with  malpractice 
claims  of  more  than  $100,000  re- 
ceived higher  awards  in  Indiana 
than  in  nearby  states  without 
statutory  liability  limits.  The 
study  found  that  the  average  pay- 
ment for  large  claims  in  Indiana, 
between  1975  and  1988,  was 
$404,832.  By  way  of  comparison, 
the  average  in  Michigan  was 
$290,022,  and  the  average  in  Ohio 
was  $303,220  in  that  span. 

During  the  same  13-year  pe- 
riod, Indiana's  malpractice  claims 
were  closed  without  payment 
only  32  percent  of  the  time,  com- 
pared to  57  percent  in  all  other 
states. 

As  a result  of  the  conducive 
atmosphere  created  by  INCAP, 
the  physician-population  in  Indi- 
ana is  now  107  percent  of  what  it 
was  before  the  1975  crisis  in  Indi- 
ana. Today  that  crisis  is  being 
reenacted  in  other  states  through- 
out the  nation. 

INCAP,  created  as  a balance 
of  competing  public  policy  agen- 
das, has  withstood  multiple  con- 
stitutional tests  and,  most  im- 
portantly, has  met  the  test  of  pub- 
lic need.  Physicians  in  the  state 
have  a stable  environment  in 
which  to  practice,  Hoosiers  have 
access  to  quality  medical  care  and 
injured  patients  receive  fair  com- 
pensation. In  short,  INCAP 
works.  □ 
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the  wounded  healer 


Dual  diagnosis 


Kete  Cockrell,  M.D. 
Plainfield,  Ind. 


A, 


approximately  30%  of  all 
impaired  physicians  suffer  from 
chemical  dependency  and  exhibit 
symptoms  that  substantiate  a 
separate,  identifiable  psychiatric 
disorder.  These  physicians  are 
referred  to  as  dually  diagnosed 
and  should  not  be  confused  with: 

• cross-addicted  physicians 
who  are  addicted  to  more 
than  one  chemical,  usually 
alcohol  plus  another 
drug(s); 

• dually  addicted  physicians 
who  suffer  from  more  than 
one  addiction,  such  as 
drugs,  sex  and/or  food;  and 

• addicted  physicians  with 
another  medical  diagnosis, 
either  a medical  complica- 
tion of  the  addiction  (e.g., 
alcoholism  and  cirrhosis)  or 
unrelated  to  the  addiction 
(e.g.,  alcoholism  and  rheu- 
matoid arthritis). 

An  understanding  of  these 
categories  and  their  associated 
diagnostic  criteria  is  necessary  to 
accurately  diagnose  physicians 
with  complex  addictive,  psychiat- 
ric and  medical  symptoms.  Ap- 
propriate evaluation  of  these 
symptoms  requires  the  following: 
1)  meticulous  medical  and 
psycho-social  history  taking;  2) 
consultations  with  family  mem- 
bers, business  associates  and  em- 
ployers; and  3)  a comprehensive 
physical  examination;  and  4)  indi- 
cated laboratory,  radiological, 
psychological  and  other  tests. 

In  addition  to  understanding 
the  diagnostic  categories,  the  clini- 
cian must  be  open  minded  to  the 
dual  diagnosis  concept.  Primarily 
psychiatric-oriented  clinicians 
usually  adhere  to  the  erroneous 
and  antiquated  concept  that 


chemical  dependency  is  a symp- 
tom of  an  underlying  psychiatric 
disorder,  and  if  the  psychiatric 
disorder  is  treated,  the  chemical 
dependency  will  disappear.  Con- 
versely, primarily  addictions- 
oriented  clinicians  usually  relate 
all  symptoms  to  chemical  depen- 
dency, adhering  to  the  misguided 
concept  that  if  the  chemical  de- 
pendency is  properly  treated,  the 
other  symptoms  will  abate. 

These  diametrically-opposed 
clinical  concepts  represent  unde- 
sirable side  effects.  Before  the 
recognition  of  chemical  depen- 
dency as  a disease,  chemically 
ciependent  patients  were  diag- 
nosed with  psychiatric  disorders 
and  treated  primarily  by  psychia- 
trists. Patients  with  psychiatric 
disorders  were  treated  with  psy- 
chotherapy, mood-  and  mind- 
altering  drugs  and  addictive 
medications;  it  is  not  surprising 
that  recovery  rates  were  dismal. 

The  recognition  of  chemical 
dependency  as  a disease  and  the 
lack  of  successful  treatment  re- 
sults suggested  the  need  to  re- 
search alternative  treatment  ap- 
proaches. Eventually,  a treatment 
program  combining  medical,  psy- 
chiatric, psychological  and  Twelve 
Step  Program  (i.e..  Alcoholics 
Anonymous)  components  became 
the  most  effective  treatment  ap- 
proach to  chemically  dependent 
patients.  Physicians,  including 
many  psychiatrists,  adopted  this 
Twelve  Step-oriented  treatment 
program  in  outpatient  and  inpa- 
tient settings. 

However,  clinicians,  patients 
and  patients'  family  members 
enjoying  recovery  as  a result  of 
the  new  treatment  program  and 
suffering  what  they  perceived  as 
tragic  consequences  of  treatment 
failures  by  prior  methods  were 
sensitized  and  highly  critical  of 
any  therapeutic  approach  that 


included  conventional  psychiatric 
approaches.  Enhanced  by  an 
ever-increasing  number  of  recov- 
ering patients,  these  views  were 
widely  circulated  in  medical  and 
lay  communities.  These  views 
were  disseminated  and  inter- 
preted by  non-professionals,  and 
the  resulting  public  and  medical 
opinions  were  biased  and,  fre- 
quently based  on  false  or  dis- 
torted information. 

Concurrently,  misinterpreta- 
tion of  the  principles  of  Alcoholics 
Anonymous  by  clinicians  and 
patients  led  to  the  false  assump- 
tion that  recovery  could  not  be 
maintained  if  any  mood-  or  mind- 
altering  or  addictive  medications 
were  taken.  Alcoholics  Anony- 
mous encourages  consultation 
with  physicians,  including  psy- 
chiatrists, ministers  and  other 
professionals.  AA  recognizes  these 
professional  services,  including 
the  appropriate  prescription  of 
mood-  or  mind-altering  or  addic- 
tive medications,  as  mandatory 
components  of  a successful  recov- 
ery program.  Many  patients  in 
early  recovery  do  not  understand 
this  principle.  Some  long-time 
AA  members  who  think  they 
were  misdiagnosed  and/or  mis- 
treated by  physicians  continue  to 
criticize  the  medical  profession  in 
general  and  the  prescription  of 
medications  specifically.  How- 
ever, the  number  of  disgruntled 
AA  patients  is  decreasing,  and 
most  current  AA  patients  disre- 
gard the  opinions  of  these  dis- 
gruntled members. 

The  psychiatric  community 
responded  to  these  criticisms  with 
a rejection  of  the  disease  concept 
and  its  associated  Twelve  Step- 
oriented  treatment  program. 
Addictionist  clinicians  were  seen 
as  competitors.  Many  patients 
previously  treated  almost  solely 
by  psychiatrists  were  now  being 
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effectively  treated  by  other  spe- 
cialists, supposedly  threatening 
the  exclusivity  and  economics  of 
psychiatric  practice.  Practicing  in 
this  atmosphere,  psychiatric  and 
addictionist  clinicians  tolerated 
each  other  and  fiercely  defended 
their  respective  positions.  Consul- 
tation and  cooperation  were  mini- 
mal. 

This  competitive  therapeutic 
environment  resulted  in  a group 
of  patients  with  psychiatric  and 
some  chemical  dependency  prob- 
lems being  treated  in  the  psychiat- 
ric model  and  achieving  signifi- 
cant recovery.  Patients  with 
chemical  dependency  problems 
and  some  psychiatric  problems 
were  treated  in  the  addictions 
model  and  achieved  significant 
recovery.  However,  by  the  early 
to  mid  1980s,  psychiatric  and  ad- 
diction clinicians  were  identifying 
an  alarming  number  of  patients 
with  a mixture  of  symptoms  that 
did  not  respond  to  either  model  of 
treatment. 

Further  study  of  these  treat- 
ment-resistant patients  revealed 
diagnosable  psychiatric  disorders 
and  chemical  dependency  in  the 
same  patient.  Successful  treat- 
ment depends  on  identifying  the 
primary  and  secondary  diagnosis. 
Many  patients  with  primary  psy- 
chiatric disorders,  such  as  manic 
depressives,  borderlines  and  anti- 
socials, have  an  increased  inci- 
dence of  chemical  dependency. 
Frequently,  successful  treatment 
of  a psychiatric  disorder  improves 
chemical  dependency.  In  addi- 
tion, most  patients  with  a primary 
diagnosis  of  chemical  dependency 
exhibit  some  depression,  anti- 
social, schizoid  or  compulsive 
symptoms.  Successful  treatment 
of  chemical  dependency  results  in 
the  resolution  of  psychiatric 
symptoms. 

However,  patients  with  co- 


existing diseases  will  not  recover 
unless  both  diseases  are  treated 
simultaneously.  Inpatient 
therapy,  at  least  initially,  is  man- 
datory for  these  patients.  Psychi- 
atric consultation  and,  if  indi- 
cated, daily  therapy  are  essential. 
A locked  psychiatric  unit,  seclu- 
sion rooms  and  support  personnel 
experienced  in  using  restraints 
must  be  available.  Mood-  or 
mind-altering  medications  may  be 
necessary.  The  treatment  team, 
consisting  of  a psychiatrist,  a phy- 
sician addictionist,  group/indi- 
vidual therapists,  and  a psycholo- 
gist, should  include  people  edu- 
cated and  experienced  in  the  psy- 
chiatric treatment  model,  as  well 
as  people  educated  and  experi- 
enced in  the  addictions  model. 
Treatment  principles  depend  on 
the  evaluation  of  the  patient's 
symptoms  and  needs  that  day. 
Core  components  of  both  pro- 
grams should  be  maintained  at  all 
times. 

The  treatment  team  should  be 
committed  to  quality  patient  care 
based  on  accurate  diagnoses  and 
individualized  treatment  plans. 
The  art  of  medical  and  psychiatric 
practice  demands  that  profes- 
sional clinicians  be  motivated  to 
treat  only  in  response  to  the 
patient's  symptoms  and  needs.  A 
clinician  who  is  motivated  to  treat 
out  of  preconceived  program  bias 
(psychiatric  or  addiction)  ignores 
the  patient's  needs,  denies  the 
patient  adequate  treatment,  preju- 
dices other  team  members  and 
does  not  qualify  as  a treatment 
professional. 

Most  treatment  centers  func- 
tion with  a treatment  team  format; 
however,  some  are  primarily  psy- 
chiatric models  while  others  are 
primarily  addiction  models. 

Many  treatment  centers  claim  a 
dual  diagnosis  program.  Inspec- 
tion of  most  of  these  programs 


will  reveal  the  following:  the 
psychiatric  staff  is  limited  to  con- 
sulting psychiatric  services;  a 
locked  psychiatric  unit  is  not 
available;  seclusion  rooms  do  not 
exist;  no  special  therapy  group 
exists  for  dually  diagnosed  pa- 
tients; and  the  treatment  team 
does  not  have  staff  with  psychiat- 
ric and  addictions  backgrounds. 
Very  few  centers  exist  in  the 
United  States  with  proven  effec- 
tive treatment  programs  for  du- 
ally diagnosed  physicians. 

In  summary,  dually  diagnosed 
physicians  account  for  approxi- 
mately 30%  of  all  impaired  physi- 
cians. They  present  as  compli- 
cated diagnostic  problems.  His- 
torically, clinicians  have  disagreed 
about  therapeutic  approaches, 
resulting  in  professional  rivalry 
and  resentment.  This  has  resulted 
in  opinionated  therapists  who 
make  treatment  decisions  based 
on  pre-programmed  bias  rather 
than  the  patient's  symptoms  and 
needs.  Successful  treatment  of 
dually  diagnosed  physicians  re- 
quires a multidisciplinary  team 
with  a treating  psychiatrist,  an 
addictions  physician,  individual/ 
group  therapists  and  psycholo- 
gists with  psychiatric  and  addic- 
tion treatment  expertise  and  expe- 
rience. Treatment  decisions  are 
made  only  after  professionally 
evaluating  the  patients'  symptoms 
and  needs  daily.  Treatment  takes 
place  in  an  inpatient  setting  with 
access  to  a locked  psychiatric  unit, 
seclusion  room  and  support  staff 
with  experience  in  using  re- 
straints. Thorough  evaluation  of  a 
treatment  center  must  be  com- 
pleted before  referring  a physician 
for  treatment  since  few  qualified 
centers  exist  in  the  United  States.  □ 

The  author  is  medical  consultant 
to  the  1SMA  Physician  Assistance 
Program. 
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■ auxiliary  report 


Donna  Dersch 

ISMA-A,  AMA-ERF  Chairman 

'The  young  physicians  ... 
where  are  they  going,  where  have 
they  been?  What  kind  of  emo- 
tional roller  coasters  are  they 
riding?  What  can  we  do  to  help? 

I'd  like  to  share  a few  of  my 
thoughts  and  hopes  concerning 
these  questions.  As  a mother  who 
has  had  daily  interaction  with 
several  medical  students  for  sev- 
eral years,  I have  observed  many 
of  their  feelings  and  frustrations. 

These  young,  intelligent,  am- 
bitious men  and  women  have 
chosen  to  dedicate  their  lives  to 
serving  humanity.  They  start 
medical  school  in  all  sizes,  shapes 
and  ethnic  groups  and  from  all 
socioeconomic  backgrounds,  but 
they  have  a common  goal  - to 
become  a physician.  I'm  sure 
there  is  a wide  range  of  factors 
driving  them  toward  this  goal,  but 
somewhere  in  the  midst  of  the 
fears  and  frustrations  is  the  basic 
desire  to  practice  the  art  and  sci- 
ence of  healing.  All  of  the  moti- 
vating factors  are  circumstances 
over  which  we  have  little  control. 
Probably  one  of  the  most  concern- 
ing factors  in  the  lives  of  these 
young  promising  physicians  is  the 
financial  debt  most  of  them  ac- 
quire. As  physicians  and  spouses, 
we  can  help  in  this  seemingly 
endless  road  of  financial  crises. 

In  1990,  $2,420,968.28  was 
donated  to  the  AMA-ERF  fund 
from  physicians  and  their  spouses 
throughout  the  country.  These 
funds  were  allocated  to  various 
medical  schools  across  the  coun- 
try. The  money  was  designated 
by  the  deans  of  each  school  to 
medical  student  loans,  research 
grants,  scholarships,  support  pro- 
grams for  women  and  minorities, 
equipment,  subsidizing  student 


activities,  guest  lecturers  and  at- 
tending conferences  and  meetings. 
An  average  of  $500,000  has  been 
given  yearly  to  financial  aid  pro- 
grams since  1983  when  the  assis- 
tance fund  was  established.  How- 
ever, Indiana  is  not  among  the  top 
givers  in  the  country. 

As  this  year's  state  chairman 
of  the  AMA-ERF  fund  drive,  I 
urge  you  to  help  me  reach  this 
year's  goal  of  $125,000.  We  will 
initiate  several  new  state  projects 
in  which  you  can  play  a major 
role  without  too  much  effort.  I 
urge  you  to  cooperate  and  make 
this  a record-breaking  year  for  the 
AMA-ERF  in  Indiana.  We  appre- 
ciate your  generous  contributions 
throughout  the  years  to  the  shar- 
ing card  program,  Christmas  card 
sales  and  other  programs.  How- 
ever, the  level  of  giving  to  these 
programs  has  not  increased  pro- 
portionately to  the  increased  cost 
of  medical  education,  or  even  to 
the  increased  cost  of  living. 

I urge  each  physician  and 
auxilian  to  strive  to  reach  a goal 
of  $75  per  capita  contribution 
statewide  to  help  reach  our 
$125,000  goal. 

The  auxiliary,  along  with  the 
cooperation  of  each  physician  and 
the  medical  centers  throughout 

r 


the  state,  will  sponsor  additional 
fundraisers  this  year.  We  hope 
each  of  you  will  cooperate  to 
make  this  a record-breaking  year 
in  Indiana.  Remember  your  own 
years  of  struggling  as  a young 
physician-in-training  and  the  fi- 
nancial and  emotional  trials  of 
starting  a practice  with  large  debts 
and  the  promise  of  even  greater 
debt  upon  entering  the  real  world 
of  medicine. 

Your  past  and  future  dona- 
tions and  cooperation  are  greatly 
appreciated. 

Breast  health  seminar 

The  ISMA-Auxiliary  will  sponsor 
a seminar  on  breast  health,  self- 
examination  and  mammography 
titled  "Ask  the  Experts"  during 
the  ISMA  annual  convention  Nov. 
9.  The  semiliar  will  include  a 
panel  discussion  with  physicians, 
followed  by  questions  and  an- 
swers. Linda  Smart  from  the  Na- 
tional Cancer  Institute  will  speak. 

The  seminar  will  be  held  from 
9:30  a.m.  to  11:30  a.m.  at  the  Hyatt 
Hotel.  The  seminar  is  open  to  all 
auxilians  and  physicians'  spouses. 
The  auxiliary  also  will  sponsor  a 
hospitality  area  Friday  at  the 
Westin  Hotel.  □ 


ISMA  Auxiliary  calendar 


Oct.  17  - AMA-ERF  seminar,  "Light  My  Fire."  Holiday  Inn  Air- 
port, Indianapolis,  9:30  a.m.  to  2:30  p.m.  Motivational  team  concept 
with  speaker  Barbara  Lach  of  Columbus,  Ohio.  Fund-raising  ideas. 
AMA-ERF  national  chairman  Sancy  McCool  will  discuss  ideas  from 
the  AMA-A  perspective. 

Nov.  4 - Nominating  committee  meeting,  ISMA  office,  10  a.m. 
Nov.  8-9  - Auxiliary  hospitality  area  near  registration  desk, 
ISMA  Convention  at  Westin  Hotel  in  Indianapolis.  Program  on 
"Breast  Cancer  - Ask  the  Experts"  from  9:30  a.m.  to  11:30  a.m.  Nov. 

9 at  Hyatt  Regency  Hotel  in  Indianapolis. 

Nov.  20  - Long-range  planning  committee  meeting,  ISMA  office, 

10  a.m. 

Dec.  12  - Bylaws  and  guidelines  meeting,  ISMA  office,  10  a.m.  □ 
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To  Plan  The  Most  Successful 
Conference  Possible,  You  Really  Should 
Check  All  Your  Options. 


The  University  Place  Conference 
Center  & Hotel  offers  all  the  options 
you  should  expect  to  make  your 
conference  a success.  And,  probably 
a few  things  you’d  never  expect.  So,  if 
you’d  like  a free  information  packet 
on  the  features  listed,  call 
800-627-2700.  Because  once 
you’ve  checked  us  out,  you  won't 
even  consider  any  other  location  as 
an  option. 


University  Place 

Conference  Center  & Hotel 

On  the  Campus  of  Indiana  University*  Purdue  University 
INDIANAPOLIS 

800-627-2700 

(In  Indiana  317- 274-3196) 


Features 

University 
Place  ‘ 

278-room  AAA  4-Diamond  hotel 

u* 

Resources  of  two  major  universities 

l > 

338-seat  auditorium  with  sloped  seating 

p" 

Unmatched  A/V  capabilities 

u* 

Award-winning  restaurants 

u* 

385-car  underground  garage 

u* 

Full-time  A/V  staff 

1/" 

Turnkey  Conference  Planning  Service 

V 

Skywalk  to  Olympic-class  sports  facilities 

Thirty  soundproof  meeting  rooms 

Two  tiered  meeting  rooms 

Videoconferencing 

IS 

Computerized  audience  response  system 

V* 

Continuous  refreshment  service 

We  fight  nonmeritorious  claims.  It  would  be  easier  to 
settle,  and  often  less  expensive  for  us.  But  we’re  not  just 
insuring  your  financial  future.  We're  guarding  your  pro- 
fessional reputation,  an  asset  no  amount  of  insurance 
could  replace.  So  we  put  it  in  writing  that  we’ll  never 


settle  without  your  consent.  We  hire  the  best  lawyers, 
back  them  up  with  the  nation’s  largest  malpractice  law 
department,  and  win.  If  we  didn't,  we  couldn’t  call 
ourselves  The  Medical  Protective  Company.  Put  us  in 
your  corner  and  call  our  general  agent  today. 


liiiLEt 

ti.fttrnriivr,  YJ>1 


NO  DOUBT. 

Vernon  E.  Hoover,  H.  Jere  Frey,  Michael  W.  Kinzer 
6100  North  Keystone  Avenue,  Suite  237,  PO.  Box  20576 
Indianapolis,  IN  46220 
(317)  255-6525 


Robert  B.  Newell,  J.  Barton  Lyon 
Suite  240,  2260  Lake  Avenue,  RO.  Box  5174 
Fort  Wayne,  IN  46895 
(219)  422-4783 
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■ physicians'  directory 


NASSER,  SMITH  AND  PINKERTON  CARDIOLOGY,  INC. 


William  K.  Nasser,  M.D. 
Michael  L.  Smith,  M.D. 

Cass  A.  Pinkerton,  M.D. 
James  W.  VanTassel,  M.D. 
Dennis  K.  Dickos,  M.D. 
John  D.  Slack,  M.D. 

Charles  M.  Orr,  M.D. 

Jane  Howard,  M.D. 

James  H.  Adlam,  M.D. 

V.  Michael  Bournique,  M.D. 
Frank  J.  Green,  M.D. 

Nancy  A.  Branyas,  M.D. 
Charles  P.  Taliercio,  M.D. 
Bruce  F.  Waller,  M.D. 
Thomas  F.  Peters,  M.D. 
Azim  Saqib,  M.D. 

Lawrence  E.  Gering,  M.D. 


providing 

Cardiology  & Cardiac  Catheterization 
Transesophageal  Echocardiography 
Doppler  & Echocardiography 
Exercise  Stress  Testing 
Coronary  Angioplasty 
Nuclear  Cardiology 
Pacemaker  Surveillance 
Holter  Monitoring 
Percutaneous  Valvuloplasty 
Electrophysiology  Testing 
Coronary  Atherectomy 
Myocardial  Biopsy 
Automatic  Implantable 
Cardioverter  Defibrillator 
Signal  Averaged  Electrocardiography 


Office:  317-871-6666 
1-800-732-1482  (Indiana) 
1-800-CHD-PTCA  (Indiana) 
1-800-CAD-PTCA  (National) 
FAX:  317-  871-6019 


Suite  400 

St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Indianapolis,  Indiana  46260 


Kokomo  Office: 
620  South  Berkley 
Kokomo,  IN  46901 
317-456-1605 
FAX:  317-457/3929 


THE  HEART  CENTER  OF  INDIANA 
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CARDIOLOGY 

FORT  WAYNE 

CARDIOIOGY 


Basil  C.  Genetos,  M.D. 
Robert  W.  Godley,  M.D. 
Michael  J.  Mirro,  M.D. 
Kevin  J.  Kelly,  M.D. 

Fred  Doloresco,  M.D. 

John  F.  Phillips,  M.D. 
Patrick  J.  Daley,  M.D. 
William  W.  Wilson,  M.D. 
James  J.  Heger,  M .D. 
Raymond  E.  Dusman,  M.D. 
Charles  F.  Presti,  M.D. 
Stephen  E.  Brown,  M.D. 
David  D.  Whang,  M.D. 

Practice  Limited  to  Cardiology 

(Physician's  Referral  Only) 


Locations  nearby: 

1912  Carew  Street 
Fort  Wayne,  Indiana  46805 
(219)  482-4865  (800)  637-6505  (IN) 

(800)  334-4371  (MI  & OH) 

Lutheran  Medical  Park 
7900  W.  Jefferson  Blvd. 

Suite  202 

Fort  Wayne,  Indiana  46804 
(219) 432-5613 


Ca  ring  for  people  is  the  first  priority  at 
Fort  Wayne  Cardiology.  Since  1978,  our 
team  approach  has  sewed  referring  physi- 
cians and  their  patients  with  the  latest  in 
heart  care  treatment  and  technologies. 

Fort  Wayne  Cardiology  is  a trusted  and 
caring  group  of  people,  featuring  13  board 
certified/board  eligible  cardiologists,  as 
well  as  a special  staff  of  nurses,  technolo- 
gists and  administrative  assistants. 

Patients  are  able  to  receive  comprehensive 
cardiac  sewices  which  include:  cardiac 
catheterization,  coronarxj  angioplasty  and 
atherectomy,  electrophysiology,  valvulo- 
plasty, nuclear  cardiology,  doppler  and 
echo  cardiography,  exercise  stress  testing, 
hotter  monitoring,  ECG  event  monitor- 
ing, permanent  pacemaker  implantation 
and  suweillance,  non-invasive  peripheral 
vascular  evaluation,  peripheral  angio- 
plasty and  atherectomy,  myocardial  biopsy, 
transesopihageal  echo,  AlCD  insertion  and 
suweillance,  signal  average  EKG,  tilt 
table  and  rehab  therappy. 

University  trained,  certified  cardiolo- 
gists; the  best  in  diagnostic  equipment; 
clinical  research  and  specialization  within 
the  specialty,  makes  Fort  Wayne  Cardiology 
an  excellent  center  for  heart  care. 


Angola 
Auburn 
Columbia  City 
Huntington 


Satellite  Clinics: 

Kendallville  Defiance,  OH 


LaGrange 

Wabash 

Warsaw 


Hicksville,  OH 
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A new  era  in  heart  care  has  begun... 

Now  open 


of  Fort  Wayne 


Robert  E.  Swint,  Sr.,  M.D. 
Mark  A.  Jones,  M.D. 

David  A.  Kaminskas,  M.D. 
Gary  A.  Hambel,  M.D. 

Mary  H.  Heintz,  M.D. 

Ravi  N.  Bathina,  M.D. 
Gregory  C.  Tomlinson,  M.D. 
Brian  T.  Lew,  M.D. 

Peter  C.  Hanley,  M.D. 
Christopher  Zee-Cheng,  M.D. 
Steven  W.  Orlow,  M.D. 

David  A.  Belvedere,  M.D. 
Mark  S.  Hazen,  M.D. 


7836  W.  Jefferson  Btvd. 
Fort  Wayne,  IN  46804 
(219)  432-2297 

800  Broadway,  Suite  204 
Fort  Wayne,  IN  46802 
(219)  422-2558 

3217  Lake  Ave. 

Fort  Wayne,  IN  46805 
(219)  422-2297 

2510  Dupont  Rd. 

Fort  Wayne,  IN  46825 
(219)  489-8280 


1-800-777-2297 
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Indiana 

Heart 

Physicians, 

Inc. 


a member  of  the  Indianapolis 
Regional  Heart  Center 


Physicians 


Indianapohs/Beech  Grove  Medical  Center 
112  North  17th  Avenue,  Suite  300 

Office  317-783-8800 

Appointment  Scheduling  317-781-3655 

Cardiac  Tfesting  Center  317-781-3636 

Toll  Free  (Nationwide)  800-992-2081 


Greenwood  Medical  Office 
1250  East  County  Line  Road 

Office  317-888-5723 

Toll  Free  (Nationwide)  800-992-2081 


H.  0.  Hickman.  Jr.,  M.I).,  FACC 
Thomas  M.  Mueller,  M.D.,  FACC 
J.  Douglas  Graham  III.  M.D.,  FACC 
Kathleen  H.  Flohr,  M.D.,  Ph.D.,  FACC 
Jeffrey  L.  Christie,  M.D.,  FACC 
Stephen  H.  Kliman,  M.D.,  FACC 
Thomas  C.  Passo,  M.D.,  FACC 
Emily  A.  Diltz,  M.D.,  FACC 
John  E.  Batchelder,  M.D.,  FACC 
William  J.  Berg,  M.D. 

Mark  D.  Cohen,  M.D.,  FACC 
Thomas  D.  Hughes,  D.O. 
at  Col  ini  i bus 

David  J.  Hamilton,  M.D.,  FACC 
Kevin  C.  Preuss,  M.D.,  FACC 

providing 

Cardiology  and  Cardiac 
Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 
Electrophysiology 
Percutaneous  Valvuloplasty 
Nuclear  Cardiology 
Doppler  and  Echocardiography 
Stress  Echocardiography 
Exercise  Stress  Testing 
Holter  Monitoring 
ECG  Event  Monitoring 
Permanent  Pacemaker  Implantation 
Pacemaker  Surveillance 


Noninvasive  Peripheral 
Vascular  Evaluation 
Signal  Average  EKG 
Myocardial  Biopsy 


Indiana  Heart  Physicians  at  Columbus 
3154  North  National  Road,  Suite  C 

Office  812-379-2020 

Toll  Free  (Indiana)  800-331-4765 
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PLASTIC,  RECONSTRUCTIVE  & HAND  SURGERY 


One  Call,  Day  or  Night! 

Our  group  is  always  available,  365  days  a year,  day  or  night;  to  see  your  patients 
in  Indianapolis  because  there  are  times  when  your  patient  shouldn’t  have  to  wait. 


ALSO  SEEING  PATIENTS 
BY  APPOINTMENT  IN  THESE 
CENTRAL  INDIANA  CITIES: 

DOWNTOWN 

GREENCASTLE 

DANVILLE 

CRAWFORDSVILLE 

LEBANON 

KOKOMO 

BEECH  GROVE 

GREENWOOD 

MOORESVILLE 

SURGERY  CENTER 


SERVING  15  CENTRAL 
INDIANA  HOSPITALS 

VISA.  MASTERCARD  ACCEPTED 
FINANCING  AVAILABLE 


ZOLLMAN  CENTER 

FOR  PLASTIC  & HAND  SURGERY 

1633  North  Capitol  Avenue,  Indianapolis.  IN  46202 


0 

1 I Member,  American  Society 

/ of  Plastic  and  Reconstructive  Surqeons 


317-924-4943 
1-800-332-3943 
FAX:  317-921-3109 


Wally  Zollman  M.D.,  F.A.C.,  Twatchai  Yamcharern  M.D.,  Richard  S.  Troiano  M.D.,  Rank  O.  Dawson,  Jr.,  M.D. 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 


NDIANA  MEDICINE/October  1991 


745 


■ physicians'  directory 


CARDIOLOGY 


CARDIOLOGY  & INTERNAL 
MEDICINE,  INC. 


Prakash  N.  Joshi,  M.D  F.A.C.C.  Subodh  S.  Gupte,  M D.  F A.C.C. 

Diplomate,  American  Board  Diplomate,  American  Board 
Of  Internal  Medicine  & Of  Internal  Medicine, 

Cardiovascular  Diseases  Cardiovascular  Diseases,  and 

Advanced  Achievement  in 
Internal  Medicine 

703  Chapel  Pike 
Marion,  IN  46952 
Tel:  317-664-1201 

24  Hour  Answering  Service 

Echocardiography  (2D,  M-Mode,  Doppler  With 
Color  Flow),  ECG,  Treadmill  Stress  Test,  Stress 
Echo-cardiography.  Holter  Monitoring. 


Q AMERICAN  SOCIETY  OF 

PLASTIC  & RECONSTRUCTIVE 
SURGEONS,  INC. 

John  G.  Pantzer  Jr.,  M.D.,  F.A.C.S. 

Diplomate,  American  Board 
of  Plastic  Surgery 

Bradley  L.  Kudlaczyk,  M.D. 

1801  North  Senate  Blvd.,  Suite  735 
Indianapolis,  Indiana  46202 
317-929-5500 





PLASTIC  SURGERY 


( MERIDIAN 

PLASTIC 

SURGERY 

CENTER 


For  information  on  services 
317/575-0110 
or  800/352-7849 
106th  & Meridian  Streets 


An  Ambulatory  Surgery  Center 
Exclusively  for  Cosmetic,  Plastic 
and  Reconstructive  Surgery 

Board-Certified  Physicians 

• Facial  Plastic  Surgery 

• Plastic  Surgery 

• Ophthalmic  Plastic  Surgery 

• Anesthesiology 


Providing  The  Finest  Surgical 
Care  And  Treatment  In  A 
Home  like  Setting 


Licensed  by  the  Indiana  State 
Board  of  Health  • Medicare 
Certified 


J 


ABDOMINAL  SURGERY 

DERMATOLOGY 

TED  W.  GRISELL,  M.D. 

Providing  consultative  services 
for  physicians  throughout  Indiana 
for  patients  with 
complex  management  problems 

5317  East  16th  Street  317  359  8261 

Indianapolis  46218  Phone  answered  24  hours 

COLLEEN  PARKER,  M.D. 

8330  Naab  Road 
Suite  315 

Indianapolis,  Indiana  46260 

(317)879-0802 
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SUPERB  QUALITY  DIAGNOSTIC  RADIOLOGY 
AND  RADIATION  ONCOLOGY  SERVICES 
ARE  ONLY  A TELEPHONE  CALLAWAY... 


Our  mission  is  to  provide  caring,  high  quality,  state-of-the-art  imaging,  interventional,  and 
radiation  oncological  services  to  our  patients,  referring  clinicians,  and  institutions.  Call  us  today 
to  discuss  your  unique  requirements  or  to  refer  your  patients  for  prompt,  courteous,  cost 
effective,  and  professional  service. 


INDIANAPOLIS  COLUMBUS 


Methodist  Hospital 
1701  N.  Senate  Avenue 
Methodist  Professional  Center 
1801  North  Senate  Avenue 
(317)  929-3580 

Methodist  Hospital  Breast  Cancer 
Screening  Program 
(317)  929-5000 


(Radiation  oncology  only) 
Bartholomew  County  Hospital 
2400  East  Seventeenth  Street 
(812)  376-5361 


CRAWFORDSVILLE 


Culver  Union  Hospital 
1710  Lafayette  Road 
(317)  364-3146 


Eagle  Highlands  Radiologic  Services 
6920  Parkdale  Place 
Suite  111 
(317)  291-4411 


GREENSBURG 


Decatur  County  Memorial  Hospital 
720  North  Lincoln  Street 
(812)  663-1156 


Lakeview  Radiologic  Services 
9002  North  Meridian  Street 
Suite  110 
(317)  844-6944 


BROWNSBURG 


F- 

KOKOMO 

(Radiation  oncology  only) 
Howard  Community  Hospital 
3500  South  Lafountain  Street 

(317)  453-8189 



TERRE  HAUTE 



Brownsburg  Radiologic  Services 
1375  North  Green  Street 
Suite  200 
(317)  852-3222 


(Radiation  oncology  only) 
Union  Hospital 
1606  North  Seventh  Street 
(812)  238-7504 


vlv" 

!i.o° 


RADIOLOGIC  SPECIALISTS  OF  INDIANA,  INC 

All  Physicians  Board  Certified. 


°/0  L° 
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CLINICAL  & ANATOMIC  PATHO 


The  Medical  Laboratory 

o?  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Wamer-McGovern-McClure-Hooker- Winkler 
5940  West  Raymond  Street  • Indianapolis,  Indiana  46241 


CHEMISTRY 

MICROBIOLOGY 

HEMATOLOGY 

TOXICOLOGY 

CYTOLOGY 

HISTOLOGY 

CUSTOMER  SERVICE 


Courier  Service 

24  hr.  Pathology 
Consultation 

Assignment  Accepted: 
Medicare/Medicaid 

BC/BS  VIP  and  PC/USA, 
Preferred  Care,  Prucare 

18  Convenient  Branch 
Locations 


CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  46241 

Phone:  317/248-2448 


Here  Today  To  Serve  You  Tomorrow.” 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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PULMONARY  DISEASE 


RESPIRATORY  CONSULTANTS  OF  INDIANA 


DAVID  B.  COOK,  M.D.,  FCCP  MICHAEL  R.  NIEMEIER,  M.D.,  FCCP  ROBERT  W.  WELLER,  M.D.,  FCCP 

CHRIS  C.  NAUM,  M.D.  THOMAS  Y.  SULLIVAN,  M.D.  PATRICK  E.  WRIGHT.  M.D.,  FCCP 

JOHN  A.  WARDEN,  M.D.,  FCCP 


Pulmonary  Disease 

Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


Critical  Care 

Physicians  ABIM  certified  in 
critical  care  24  hours/day 
State-of-the-art  eighty  bed 
intensive  care  facility 


Hyperbaric  Medicine 

Diagnostic  assessment 
of  local  oxygen  delivery 
Treatment  of  disorders  of 
regional  02  delivery  and 
utilization 


Sleep  Disorders 

Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N SENATE  BLVD  , SUITE  400,  INDIANAPOLIS,  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE,  SUITE  215  • INDIANAPOLIS,  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111  • TERRE  HAUTE  (812)  232-0564 
AFTER  HOURS:  ANSWERING  SERVICE  (317)  926-3466  OR  1-800-772-7788 

1-800-321-LUNG  • MONDAY  - FRIDAY  8:30  A M.  - 4:30  P.M. 


ALCOHOLISM  TREATMENT 

OTOLOGY 

; 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

Anderson  Center 

▼ y of  Saint  John  s 

7210  locks. ’D  Street 
Anderson.  Indiana  46016 

1-800-435-9143  or  (317)  646-8383 

• Comprehensive  Alcohol  and  Drug  Treatment 

• Separate  Programs  for  Adolescents  and  Adults 

• Free  Assessment  and  Intervention 

MERIDIAN  OTOLOGY  LAB 

'‘Complete  Audiometrie  Evaluations 
‘Hearing  Aid  Evaluations  and  Dispensing 
‘Brainstem  Auditory  Evoked  Response 
*\isual  Evoked  Response 
* Electronystagmography 

‘ Assistive  Listening  Devices — Demonstrations  Available 

Richard  Kurtz.  M.D.  Jack  Summerlin,  M.D. 

Marvin  R.  Kolodny,  Ph.D. 

Director  of  Audiology 

.'52HR  N.  Meridian  Street  Indianapolis,  Indiana 
Suite  B1 2 (317)  925-7077 
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INTERNAL  MEDICINE 

HEMODIALYSIS 

NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm  Alley.  M D FACP 
George  W Aoplegate  M D 
Richard  Bloch,  M D 
Charles  B Carter  M D 
William  H Dick  M D FACP 


Theodore  F Hegeman.  M D 
Douglas  F Johnstone.  M D 
Wendy  L Kindig  M D 
LeRoy  H King  Jr  M D FACP 
Mary  A Margolis  M D 
Tim  E Taber.  M D 


1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis  46202 
Tel:  317-924-8425 

By  Physician  Referral 


Clinical  Nephrology.  Hemodialysis.  Peritoneal 
Dialysis.  Renal  Transplantation,  Metabolic  Kidney 
Stone  Disease.  Hypertension,  Fluid  and  Electrolyte 
Imbalance,  Critical  Care 


CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 


DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 
Indianapolis,  Indiana  46203 
317-787-3171 


For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

1801  N.  Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location. 


HAND  SURGERY 

HEMATOLOGY  - ONCOLOGY 

JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders. 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Diplomate  American  Board  ol  Orthopedic  Surgery 
with  certificate  of  added  qualifications  in  surgery  of  the  hand. 

JOHN  A.  CAVINS,  M.D. 

8220  NAAB  ROAD  SUITE  1 05 
INDIANAPOLIS  INDIANA  46260 
TELEPHONE  (317)  876-1036 
SERVING 

INDIANAPOLIS  CARMEL  NOBLESVILLE 
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DERMATOPATHOLOGY 


DERMATOPATHOLOGY  LABORATORY 


Larry  J.  Buckel,  M.D.  Howard  R.  Gray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 


Diplomates  of  the  American  Boards 
of 

Dermatology  and  Dermatopathology 


Specializing  in 

Inflammatory  Skin  Diseases 
and 

Neoplasms  of  the  Skin 


9202  North  Meridian  Street  Approved  for  and  Accept  Indianapolis,  Ind.  46260 

Suite  215  Medicare  and  Medicaid  (317)  843-2204 

Assignment 


UPS  Mailers  and  Courier  Service  Available 


PSYCHIATRY 

NEUROLOGY 

i 

i 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

Anderson  Center 

of  Saint  John's 

2210  Jackson  Srreer 
Anderson.  Indiana  46016 

1-800-435-9143  or  (317)  646-8114 

• Comprehensive  Psychiatric  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Program  for  Dual  Diagnosis 

Shirley  M.  Mueller , M.D . 

General  Neurology 

Practice  Dedicated  Toward  Problems  Associated  With 
Numbness-Weakness-Dizziness  And  Pain  Including  Headache 

Testing  Available 
3 17*87 1*6000 

Indianapolis 

North:  St.  Vincent’s  Professional  Bldg.  #726 
South:  Community  South  Professional  Bldg.,  Suite  M 

er$ 
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PERIPHERAL  VASCULAR  SURGERY 


\F  VASCULAR  SURGERY,  RC. 


Austin  L.  Gardner,  M.D. 
Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 

Visnil  u*  ~ Spencer  F.  Goodson,  M.D. 

Diaffiostics 

Mobile 

\>ii-inrasin> 

~ Testing 


The  Vascular  Lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular  testing  services,  including 
the  new  addition  of  color  computed  sonography,  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • Herbert  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville,  Indiana  47710 
812-423-2395 


St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  662-5367 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  573-7040 
TOLL  FREE  (800)  446-0298 
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ASTHMA  & ALLERGY 

ASTHMA  & ALLERGY 

FRANK  WU,  M.D. 

MARK  HOLBREICH,  M.D. 

✓ DIPLOMATE, 

PEDIATRIC  AND  ADULT 

*#"  AMERICAN  BOARD 

\fr  ^ OF  ALLERGY  & 

ASTHMA,  ALLERGY  AND  IMMUNOLOGY 

8803  N.  Meridian  St. 

| ^ IMMUNOLOGY 

Suite  365 

St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 

Indianapolis,  Indiana 
(317)  574-0230 

Indianapolis,  Indiana  46260 

o Asthma  o Adverse  Food  Reactions 

(317) 872-4213 

o Chronic  Cough  o Drug  Sensitivity 

o Rhinitis  o Stinging  Insect  Allergy 

COLON  & RECTAL  SURGERY 


A sSSv  Kendrick  Colon 

lYvnA  and  Rectal  Associates 


William  M.  Kendrick,  M.D.  William  E.  Kelley,  M.D. 

George  A.  Donnally,  M.D.  Richard  L.  Stout,  M.D. 

R.  James  Wilson,  M.D.  Paula  A.  Hall,  M.D. 

William  M.  Sobat,  M.D. 

Specialists  in  the  Diagnosis  and  Treatment  of  Colon  and  Rectal  Disease 
General  Surgery  Services  Available 

For  more  information  call:  Kendrick  Colon  & Rectal  Associates, 

Tel:  317-831-9300  or  1-800-222-7994 
Kendrick  Memorial  Hospital,  Mooresville,  Indiana 

(JCAHO  Accredited) 

Regional  Offices:  Muncie,  Kokomo  & Greensburg 
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INDIANA  ONCOLOGY  HEMATOLOGY 

CONSULTANTS 


1 -800-ONC-HEME 
1 -800-662-4363 


Central:  317-927-5770 
St. Francis:  317-783-8509 


ADULT  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 

Laurence  H.  Bates,  M.D.  Gregory  W.  Smith,  M.D. 

William  M.  Dugan,  Jr.,  M.D.  William  H.  Bond,  M.D. 

Redmond  P.  Hogan,  III,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 
Arthur  J.  Provisor,  M.D.  Deborah  S.  Provisor,  M.D. 


ADULT  ONCOLOGY  HEMATOLOGY  - ST.  FRANCIS  OFFICE 

1600  Albany  — Medical  Clinic  Bldg.  Beech  Grove,  IN  46107  783-8509 

Redmond  P.  Hogan,  III,  M.D.  Randall  C.  Trowbridge,  M.D. 

Gregory  W.  Smith,  M.D. 


Central  Office  Located  in  the  Byram  Gates  Middle  ton  House 
Listed  on  the  National  Register  of  Historic  P/aees 
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19? 


7HHERAPY 


Physicians: 
ROGER  ROBISON 
DAVID  BELL 
TAE  CHUNG 


Radiation  Oncology  Services  for  Southwest  Indiana 


TERRE  HAUTE 
Regional  Hospital 

(812)  234-7756 


VINCENNES 

Good  Samaritan  Hospital 

(812)  885-3939 


ROGER  ROBISON,  M.D.,  FAC.P. 

M.D.  Anderson,  1980 
Certified:  Radiation 
Oncology 
Medical  Oncology 


DAVID  BELL,  M.D.,  Ph.D. 

M.D.  Anderson,  1981 
Certified:  Radiation 
Oncology 


TAE  CHUNG,  M.D. 

Chicago  Hines,  V.A.,  1976 
Certified:  Radiation 
Oncology 
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RADIATION  ONCOLOGY 


TRI-STATE  RADIATION 

ONCOLOGY 

Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 

& 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 

AL  KORBA,  M.D.;  ALY  RAZEK,  M.D. 

THOMAS  HAYES,  M.D.;  AMR  AREF,  M.D.;  SHANNON  LAMB,  M.D. 

★★★★★★ 

Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

DEVDAS  SHETH,  M.D. 

★★★★★★ 

MOISES  DOMINGO,  M.D. 

Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

MOISES  DOMINGO,  M.D. 

★★★★★★ 

MANJU  GUPTA,  M.D. 

Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

TRISTAN  BRIONES,  M.D. 

★★★★★★ 

AMR  AREF,  M.D. 

In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 
24-hour  answering  service  (812)  476-1367 

756 


INDIANA  MEDICINE/October  199  if, 


■ physicians'  directory 


ONCOLOGY 


A 

IP 

Offering  comprehensive  cancer  care,  including: 

■ Cancer  Detection 

■ Chemotherapy 

■ Radiation  Therapy  (Linear  Accelerator) 

Oncology  Associates 

■ Biologic  Therapy 

■ Education  and  Support  Services 

Michael  A.  Cross,  M.D. 

Board  Certified,  Radiology  (Therapeutic) 

■ Hospital,  Home  and  Hospice  Care 

John  R.  Pancoast,  M.D. 

Board  Certified,  Internal  Medicine 

Dearborn  County  Hospital  Professional  Building 
606  W ilson  Creek  Road,  Suite  130 
Lawrenceburg,  Indiana  47025 
(812)  537-1911 

and  Medical  Oncology/ Hematology 

John  F.  Sacco,  M.D. 

Oncology  Associates’  16  physician  members  have  additional  offices  in  Cincinnati, 

Board  Certified,  Internal  Medicine 

Montgomery  and  Middletown,  Ohio;  and  Crestvicw  Hills,  Kentucky.  The  practice 

and  Radiology  (Therapeutic) 

offers  outpatient  care  and  clinics  in  1 1 hospitals  throughout  the  Tri-State  area. 

ORTHOPAEDIC  SURGERY 


JAMES  L.  KAISER, 

M.D. 

• ORTHOPAEDIC  SURGERY 

• FRACTURES 

• BACK  SURGERY 

• FOOT  SURGERY 

• ARTHROSCOPIC  SURGERY 

Certified  American  Board 
Of  Orthopaedic  Surgery 

5626  East  16th  Street 
Indianapolis,  IN  46218 

(317)  352-0176 

OFFICE  ANSWERS  DAY  & NIGHT 

5626  E 16 

352-0176 

82nd  & Shadeland 

352-0176 

If  No  Answer  Call  . 

543-6089 

BREAST  DISEASES 


INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 

Diagnosis  (31  7)  872-9580 

Consultation  8330  Naab  Road,  Suite  21 3 

Treatment  options  Indianapolis,  IN  46260 

Preservation  surgery 

Long-term  followup  Appointment  by  referral 
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TRANSPLANTATION 

METHODIST  TRANSPLANT  CENTER 

P.0.  Box  1367 
1701  N.  Senate  Blvd. 
Indianapolis,  Indiana  46206 

M Methodist 

H Hospital  OF  INDIANA 

The  Difference  is  Experience 

24  - HOUR  REFERRAL 

(800)  772- 

7788 

HEART  TRANSPLANTATION 

LUNG  TRANSPLANTATION 

Surgical  Director 

Surgical  Director 

Harold  Halbrook,  M.D. 

Harold  Halbrook,  M.D. 

Program  Cardiologist: 

Program  Pulmonologist: 

Douglas  Pitts,  M.D. 

Michael  Niemeier,  M.D. 

KIDNEY  TRANSPLANTATION 

LIVER  TRANSPLANTATION 

PANCREAS  TRANSPLANTATION 

Surgical  Director 

Surgical  Director 

Dale  A.  Rouch,  M.D. 

Brian  Haag,  M.D. 

Program  Gastroenterologists: 

Program  Nephrologist: 

Peds  - Susan  Maisel,  M.D. 

Charles  Carter,  M.D. 

Adult  - Brian  G.  Sperl,  M.D. 

CORNEAL  TRANSPLANTATION 

TISSUE/BONE  BANK 

Surgical  Director 

Surgical  Director 

Stephen  Johnson,  M.D. 

David  A.  Fisher,  M.D. 

BONE  MARROW  TRANSPLANTATION 

Co-Director 

Luke  Akard,  M.D. 

Co-Director 
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ORTHOPAEDIC  SURGERY 


. 


PERFORMANCE 


In  a high-performance  sports  car,  the  spokes  are  an  inte- 
gral PART  OF  THE  ENGINEERING.  EACH  INDIVIDUAL  SPOKE  IS 
STRONG,  YET  IT’S  THE  WAY  THEY’RE  INTERWOVEN  THAT  GIVES 
EXCEPTIONAL  STRENGTH  AND  BALANCE. 

That’s  the  way  it  is  at  Orthopaedics  Indianapolis.  Each  of 
our  19  PHYSICIANS  has  unique  individual  strengths  and  skills. 
The  ability  to  draw  on  each  other’s  special  expertise 

STRENGTHENS  OUR  CAPABILITIES  AND  ENHANCES  OUR  PERFORMANCE. 
AS  THE  EXCLUSIVE  PROVIDER  OF  RAPID  AND  EXTENSIVE  ORTHO- 
PAEDIC RECONSTRUCTIVE  SURGERY  FOR  METHODIST  HOSPITAL’S 

Emergency  Medicine  and  Trauma  Center,  we  treat  over 
1,000  trauma  cases  a year  providing  us  with  experience  in 

EVERY  FACET  OF  ORTHOPAEDIC  CARE.  THAT’S  WHY  DOCTORS  FROM 
ALL  50  STATES  AND  1 1 FOREIGN  COUNTRIES  HAVE  SOUGHT  OUR 
HELP  TREATING  THEIR  MOST  COMPLEX  CASES. 


Donald  S.  Blackwell,  M.d. 

F.R.  BRUECKMANN,  M.D..  F.A.C.S. 
ANTHONY  R.  LASICH,  M.D. 

WILLIAM  0.  IRVINE,  M.D. 

Joseph  C.  Randolph,  M.D. 
Donald  E.  Russell,  M.D. 

Mark  R.  Stevens,  M.D. 

Terry  R.  Trammell,  M.D. 

Andrew  J.  Vicar,  M.D. 

VINCENT  L.  FRAGOMENI,  M.D. 

JOHN  K.  SCHNEIDER,  M.D. 

JOSEPH  R BAELE,  M.D. 

Sanford  S.  Kunkel,  M.D. 

David  a.  Fisher,  M.D 
D.  Kevin  Scheid,  M.D. 

Michael  F.  Coscia,  M.D. 

Henry  G.  Stein,  M.D.,  F.A.C.S. 
Orthopaedic  Surgeons 
Robert  C.  Gregori,  m.d. 
Physical  Medicine  & Rehabilitation 


Joint  reconstruction 
Trauma 
Fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
Hand  Surgery 
foot  Surgery 
arthroscopic  Surgery 
Pediatric  Orthopaedics 
Adult  Orthopaedics 
Ilizarov  Limb  lengthening 
a Deformity  correction 


ORTHOPAEDICS 

INDIANAPOLIS 


Indianapolis  • Danville 
Greencastle  • Speedway 

ZlONSVILLE 

317-923-5352 

1-800-223-3381 
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ORTHOPAEDICS  & SPORTS  MEDICINE 


Hoosier  Orthopaedics  & Sports  Medicine,  RC. 


Total  Joint  Replacement 
Athletic  Injuries  and  Sports 
Medicine 

Arthroscopic  Surgery 
Pediatric  and  Adult  Orthopaedics 
Fracture  ( aire/Trauma 


Reconstructive  Surgery  of  the  Foot 
and  Ankle 

Reconstructive  Surgery  of  the 
Shoulder  or  Knee 
Back  Surgery 
General  Orthopaedics 


Robert  T.  Clayton,  M.D. 
Robert  E.  Cravens,  M.D. 
John  F.  Garber,  M.D. 
Robert  M.  Palmer,  M.D. 
Frank  B.  Throop,  M.D. 
Thomas  F.  Trainer,  M l). 


Office  Answers  Day  and  Night 

13450  North  Meridian  Street,  Suite  355,  Carmel,  Indiana  46032  (317)  575-2700 
8330  Naab  Road,  Suite  234,  Indianapolis,  Indiana  46260  (317)  872-3254 
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We’re  Working  to  Make  Life  Better 


At  Kokomo  Rehabilitation  Hospital,  we’re 
committed  to  only  one  specialized  field  - 
rehabilitation  medicine. 

This  central  focus  means  your  patients 
receive  the  therapv  and  care  needed  to  restore  . 

their  lives  to  the  fullest  extent  possible.  iVOKOITlO 

Rehabilitation 


Hospital 


Our  newlv  opened,  60-bed  hospital 
features  sophisticated  high-tech  equipment, 
a total  barrier-free  environment  and  highly 
trained  therapists. 

Give  us  a trv.  Your  patients  and  you  will 
be  pleased  with  the  results. 

- William  /.  Lester,  MD. 

Medical  Director 


Bringing  the  Quality  Back  to  Life  for  Patients  Affected  by: 

Stroke  • Traumatic  Brain  Injun  • Spinal  Cord  Injun  • Amputation  • Orthopedic  Disorders  • Neurological 
Disorders  • Arthritis  • Back  and  Neck  Injuries  • Chronic  Pain  • Multiple  Trauma  • Return  to  Work 
• Carpal  Tunnel  Svndrome  and  other  Cumulative  Trauma  Disorders 


829  Dixon  Road  • Kokomo,  Indiana  46901 

General  Hospital  Information 
(317)  452-6700 


For  Referral  or  Admission  Information 
1 800-886-LIFE 


A CXmtincntal  Medical  Systems  Kialitv 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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■ physicians'  directory 


MULTI-SPECIALTY  GROUP  PRACTICE 


Addictionology 

Allergy 

Cardiovascular  Diseases 
Dermatology 
Endocrinology 
Family  Practice 
Gastroenterology 
Gynecology 
Hematology-Oncology 
Internal  Medicine 
Neurology 
Nephrology 
Nuclear  Medicine 
Obstetrics 
Ophthalmology 
Orthopedics 
Otolaryngology 
Pediatrics 
Psychiatry 
Pulmonary  Medicine 
Rheumatology 
Surgery 
Urology 


Welborn 

Clinic 


421  Chestnut  Street 
Evansville,  Indiana  47713 
(8 1 2)426-9440 

Toll-free  in  Indiana: 

1 -800-52 1 -0269 

■ . ' 



Westside  Family  Practice  Ctr. 

(812)429-1818 

Welborn  Clinic  East 
(812)474-7123 

Welborn  Clinic  Highland 
(812)426-9565 

In  Newburgh: 

Welborn  Clinic  Newburgh 
(812)853-7391 

In  Reo: 

Reo  Family  Practice  Center 
(812)649-5061 
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■ obituaries 


Joseph  W.  King,  M.D. 

Dr.  King,  79,  a retired  Anderson 
otolaryngologist  and  family  prac- 
titioner, died  Aug.  22. 

He  was  a 1935  graduate  of  the 
Creighton  University  School  of 
Medicine  and  a Navy  veteran  of 
World  War  II. 

Dr.  King  joined  his  father  and 
brothers  in  a family  practice  in 
1935.  He  was  the  physician  for 
the  State  Reformatory  near 
Pendleton  from  1987  to  1989  and 
worked  at  the  State  Prison  in 
Michigan  City  from  1989  to  1991. 
He  volunteered  for  the  children's 
clinic  of  St.  John's  Medical  Center 
in  Anderson  since  1973.  Since 
retiring  from  his  medical  practice 
in  1987,  he  worked  for  Hoover 
Hearing  Aid  Co. 

James  R.  McLaughlin,  M.D. 

Dr.  McLaughlin,  90,  Flora,  died 
July  30  at  his  home. 

He  was  a 1930  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  veteran  of 
World  War  II. 

Dr.  McLaughlin  had  been  a 
family  practitioner  in  Galveston, 
Burlington,  Logansport  and  Flora. 


He  was  medical  director  for  the 
Methodist  Memorial  Home  in 
Warren  from  1966  until  he  retired 
in  1975. 

Max  E.  Pfuetze,  M.D. 

Dr.  Pfuetze,  78,  a retired 
Logansport  general  practitioner 
and  surgeon,  died  July  28  in  Me- 
morial Hospital  in  Logansport. 

He  was  a 1940  graduate  of  the 
University  of  Kansas  School  of 
Medicine  and  an  Army  veteran  of 
the  Korean  War.  He  started  the 
first  MASH  unit  in  Korea. 

Dr.  Pfuetze  was  a fellow  at 
the  Mayo  Clinic  and  later  served 
as  ship  surgeon  for  Cunard  Cruise 
Ships.  He  was  affiliated  with 
Logansport  State  Hospital  before 
starting  his  private  practice  in 
Logansport.  He  retired  in  1984. 

Isidore  Rochlin,  M.D. 

Dr.  Rochlin,  71,  an  Indianapolis 
internist,  died  Aug.  5. 

He  was  a 1947  graduate  of  the 
medical  school  of  McGill  Univer- 
sity in  Canada. 

Dr.  Rochlin  was  in  private 
practice  with  the  Professional 
Associates  Group  from  1959  to 


1972  and  later  worked  with 
Harcourt  Clinic.  He  had  served 
as  director  of  clinical  chemistry 
for  Presbyterian-St.  Luke's  Hospi- 
tal in  Chicago,  instructor  and 
clinical  fellow  for  the  Medical 
College  of  Alabama  and  instructor 
at  the  Indiana  University  Medical 
Center.  He  was  an  Army  chief  of 
medical  service  in  Bordeaux, 
France,  from  1955  to  1957.  He 
was  an  honorary  member  of  the 
New  York  Academy  of  Sciences 
and  the  Osier  Society  of  McGill 
University. 

Evertson  H.  Zell,  M.D. 

Dr.  Zell,  73,  Vernon,  died  Aug.  31 
in  Jennings  Community  Hospital 
in  North  Vernon.  He  moved  to 
the  North  Vernon  area  after  retir- 
ing in  1978. 

Dr.  Zell,  a graduate  of  the 
University  of  Louisville  Medical 
School,  served  in  the  Air  Force 
from  1955  to  1957. 

Dr.  Zell  was  a partner  and 
surgeon  at  the  Indianapolis  Indus- 
trial Clinic  more  than  30  years. 

He  was  a member  of  the  Aircraft 
Owners  and  Pilots  Association.  O 


ENHANCE  THE  SUCCESS  OF  YOUR  GROUP  PRACTICE 

PHYSICIANS  INSURANCE  COMPANY  OF  INDIANA 
OFFERS 

RISK  MANAGEMENT  SURVEYS 


Topics  addressed: 


Office  Management 
Test  Results 
Patient  Complaints 
Hospital  Patient  Services 
Medical  Records 
Scheduling 


* Billing  / Insurance 

* Prescriptions 

* Patient  Education 

* Informed  Consent 

* Documentation 

* Medications 


The  cost  for  Survey  visit  plus  In-Service  is  $395.  For  more 
information,  contact  PICI's  Director  of  Risk  Management  Surveys 
800-284-7424  or  317-469-41 00 
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■ news  briefs 


Free  brochures  available  from 
Arthritis  Foundation 

The  Arthritis  Foundation  has 
available  two  free  brochures  con- 
taining tips  designed  to  help 
people  with  arthritis  deal  with 
their  condition. 

Coping  with  Pain  is  a 25-page 
brochure  providing  information 
on  pain  control  methods  that  in- 
clude drugs,  heat  and  cold,  self- 
massage,  exercise,  and  biofeed- 
back. Travel  Tips  for  People  with 
Arthritis  is  a 31 -page  brochure  that 
includes  information  on  planning 
a trip,  medical  considerations  and 
ways  to  conserve  energy. 

To  order  the  brochures,  call  1- 
800-783-2342  between  10  a.m.  and 
2 p.m.  Tuesday  through  Thurs- 
day. 

Depression  focus  of  three 
AMA  teleconferences 

"Depression  in  Primary  Care"  will 
be  featured  during  three  telecon- 
ferences sponsored  by  the  Ameri- 
can Medical  Association  and  the 
National  Institute  of  Mental 
Health's  Depression,  Awareness, 
Recognition  and  Treatment  Pro- 
gram. 

The  teleconferences  will  be 
aired  at  participating  hospitals 
throughout  the  United  States  at 
no  cost  to  viewers. 

The  first  program,  Oct.  24, 
will  address  epidemiology,  etiol- 
ogy and  diagnosis.  Pharmacologi- 
cal and  psychotherapeutic  treat- 
ments of  depression  and  guide- 
lines for  referring  patients  to  men- 
tal health  specialists  will  be  dis- 
cussed Nov.  21.  The  Dec.  11  pro- 
gram will  focus  on  special  popula- 
tions, including  elderly  patients 


and  adolescents,  and  address  dif- 
ferentiation between  depression 
and  normal  mood  variations  and 
keys  for  making  that  distinction. 

Viewers  will  be  able  to  phone 
in  questions  during  the  video 
presentation. 

For  information  on  viewing 
sites  and  registration,  call  1-800- 
262-3211. 

NCI  program  designed  to 
improve  cancer  detection 

The  National  Cancer  Institute 
(NCI)  has  announced  a major 
collaborative  effort,  called  "Pre- 
scribe for  Health,"  designed  to 
improve  early  cancer  detection  by 
primary  care  physicians. 

During  the  next  four  years, 
NCI  will  award  grants  to  physi- 
cians and  research  institutions  to 
evaluate  methods  for  implement- 
ing the  NCI's  working  guidelines 
for  early  cancer  detection.  This  is 
the  first  program  to  fund  medical 
intermediary  organizations  to 
improve  physician  skills  in  detect- 
ing early  cancers.  More  than  $7.5 
million  will  be  spent  for  the  pro- 
gram. 

A total  of  348  medical  prac- 
tices, including  approximately 

1.000  physicians  and  more  than 

60.000  patients,  will  be  studied. 

Physicians  assist  in  AIDS 
drug  clinical  trials 

Abbott  Laboratories  has  con- 
tracted with  the  Physicians  Asso- 
ciation for  AIDS  Care  (PAAC)  to 
provide  assistance  in  coordinating 
the  clarithromycin  expanded  ac- 
cess program  for  patients  with 
HIV-associated  Mycobacterium 
avium  complex  (MAC). 


Under  the  agreement,  PAAC's 
scientific  committee  will  assist  in 
protocol  review  and  oversight  of 
the  investigational  drug.  PAAC 
also  will  assist  in  providing  the 
most  current  information  on  the 
clarithromycin  expanded  access 
protocols  to  physicians,  other 
caregivers  and  people  with  HIV 
disease  so  that  physicians  can 
enroll  eligible  patients  for  the 
drug  at  no  cost. 

For  more  information  on 
clarithromycin,  call  1-800-688- 
9118. 

Practices  more  cautious  in 
salaries  to  new  doctors 

The  Health  Care  Group's  Physi- 
cian Starting  Salary  Survey  1991- 
92  suggests  that  practices  are  be- 
ing more  cautious  in  their  offers 
to  first-year  associates. 

Three  statistics  from  the  sur- 
vey support  this  conclusion: 

• The  portion  of  practices 
reporting  "salary  only"  compensa- 
tion dropped  5%,  while  those 
mixing  salary  and  incentive  com- 
pensation increased  7%. 

• The  number  of  practices 
including  a restrictive  covenant  or 
liquidated  damages  provision  in 
the  contract  jumped  7%,  suggest- 
ing increased  interest  in  protecting 
patient  bases  and  service  areas 
from  new  competition. 

• The  number  of  practices 
picking  up  the  entire  cost  of  the 
new  doctor's  claims-made  "tail" 
coverage  decreased  8%,  suggest- 
ing an  unwillingness  to  assume 
costs  not  directly  related  to  a 
practice's  continuing  success.  □ 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF 

HEALTH  PROFESSIONS 
COLLECT 
(317)  848-5830 


■ people 


Dr.  Ronald  G.  Blankenbaker, 

vice  president  of  medical  affairs  at 
St.  Vincent  Hospital  in  Indianapo- 
lis, was  recognized  by  U.S.  Sen. 
Dan  Coats  for  his  seven  years  of 
service  as  a member  of  the  Na- 
tional Committee  on  Vital  and 
Health  Statistics.  He  also  received 
a Director's  Award  from  the  Na- 
tional Center  for  Health  Statistics 
for  his  service  on  the  committee, 
including  five  years  as  chairman, 
and  was  honored  by  the  U.S.  De- 
partment of  Health  and  Human 
Services. 

Dr.  Stephen  W.  Perkins,  an 

Indianapolis  facial  plastic  surgeon, 
served  on  two  panels  at  the  fall 
conference  of  the  American  Acad- 
emy of  Facial  Plastic  and  Recon- 
structive Surgery  in  Kansas  City, 
Mo.;  the  panel  topics  were  "Lower 
Facial  Rejuvenation  - Advanced 
Techniques"  and  "Making  Your 
Facial  Plastic  Surgery  Practice 
More  Efficient  and  Successful." 

Dr.  Eric  Sklarew,  an  Indianapolis 
plastic  surgeon,  joined  Dr.  Perkins 
to  present  a seminar  on  "Sports 
Related  Facial  Trauma  in  Chil- 
dren." Dr.  F.  Brian  Gibson,  an 
Indianapolis  plastic  surgeon, 
spoke  during  a seminar  on  "De- 
veloping a Facial  Aesthetic  Sur- 
gery Clinic"  at  the  conference. 

Dr.  William  R.  Nunery  of 
Indianapolis  participated  in  the 
oculoplastic  and  orbital  trauma 
symposium  of  the  National  Eye 
Trauma  Systems  symposium  in 
Chicago;  he  also  presented  a lec- 
ture to  the  National  Medical  Asso- 
ciation on  oculoplastic  emergen- 
cies. 

Dr.  Hans  R.  Wilbrandt  of 

Indianapolis  was  the  program 
coordinator  for  a recent  Cataract 
Surgery  Update  and  Phacoemul- 
sification Workshop  at  Methodist 
Hospital  in  Indianapolis;  he  also 
presented  a paper  on  "Flow  Pa- 
rameters and  Instrument  Settings" 


Physician  Recognition  Award  recipients 


The  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
acceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


Cain,  Jeffrey  L.,  Elkhart 
Chernish,  Stanley  M.,  Indianapolis 
Cline,  Donald  L.,  Indianapolis 
Cooper,  B.  Trent,  Fort  Wayne 
Cortese,  Thomas  A.,  Indianapolis 
Cronin,  H.  Joseph,  Indianapolis 
Dubois,  Don  R.,  Greenwood 
Fiacable,  Joseph  P.,  Fort  Wayne 
Higgins,  Jack  W.,  Kokomo 
Horner,  Terry  G.,  Indianapolis 
Kovacich,  Michael,  Merrillville 


Marks,  John  S.,  Indianapolis 
Miller,  L.  Hoyt,  Indianapolis 
Rau,  David  C.,  Columbus 
Riley,  Paul  D.,  Indianapolis 
Roth,  Bertram  S.,  Indianapolis 
Scheeres,  Jacob  W.,  Lafayette 
Smith,  John  P.,  Bluffton 
Thompson,  John  M.,  South  Bend 
Tritch,  Dan  L.,  Fort  Wayne 
Webb,  Bob  L.,  Odon 
Weiss,  Brian  H.,  Merrillville 
Welch,  Anna  L.,  Lafayette 


and  video  presentations  on 
"Capsulorhexis  - Why?"  and 
"Simplified  Capsulorhexis  with 
the  Nevyas  Katena  Capsulorhexis 
Cystotome"  at  the  workshop. 

Several  physicians  from  The 
Indiana  Hand  Center  in  India- 
napolis have  participated  in  spe- 
cialty society  activities.  Dr.  James 
B.  Steichen  was  the  1991  invited 
foreign  guest  lecturer  at  the  Uni- 
versity of  Istanbul  for  the  Depart- 
ment of  Orthopaedics  and 
Traumatology  and  the  Turkish 
Orthopaedic  and  Traumatology 
Association's  10th  Annual  AKIF 
SAKIR  SAKAR  days  and  the  sixth 
Post-Graduate  Course  on  Hand 
and  Microsurgery.  Dr.  William 
B.  Kleinman  lectured  at  the 
American  Society  for  Surgery  of 
the  Hand  course  titled  "Congeni- 
tal Anomalies  of  the  Upper  Ex- 
tremity: A Current  and  Interna- 
tional Perspective"  in  Maui,  Ha- 
waii. Dr.  Hill  Hastings  II  at- 
tended a trustee  meeting  of  the 
AO-ASIF  in  Zell  Am  See,  Austria, 
and  was  a faculty  member  of  the 


American  Academy  of 
Orthopaedic  Surgeons  compre- 
hensive review  course  in  Chicago. 
Dr.  Richard  S.  Idler  spoke  on 
"Occult  Wrist  Pain"  and 
"Endoscopic  Carpal  Tunnel  Re- 
lease" at  a meeting  of  the  Habilis 
Travel  Study  Club  of  the  Ameri- 
can Society  for  Surgery  of  the 
Hand  in  Gleneden  Beach,  Ore. 

Dr.  Thomas  J.  Fischer  was  elected 
historian  for  the  Hand  Forum 
during  the  group's  meeting  at  The 
Greenbrier  resort  in  West  Virginia. 

Dr.  Richard  D.  Feldman,  di- 
rector of  the  family  practice  pro- 
gram at  St.  Francis  Hospital  Cen- 
ter in  Beech  Grove,  spoke  on 
chronic  bronchitis  during  the  sci- 
entific assembly  of  the  American 
Academy  of  Family  Physicians  in 
Washington,  D.C. 

Dr.  John  C.  Johnson,  director 
of  the  center  for  trauma  and  emer- 
gency care  at  Porter  Memorial 
Hospital  in  Valparaiso,  received  a 
Sagamore  of  the  Wabash  Award 
from  Gov.  Evan  Bayh;  he  was 
honored  for  his  service  to  Indiana 
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■ people 


in  emergency  medical  services. 

Dr.  Kurt  H.  Stiver  was  named 
medical  director  of  prenatal  ser- 
vices at  Memorial  Hospital  of 
South  Bend. 

Dr.  Stephen  E.  Muething  of 

Batesville  was  elected  to  fellow- 
ship in  the  American  Academy  of 
Pediatrics. 

Dr.  Allen  S.  Martin  was  hon- 
ored by  his  staff  for  25  years  as  a 
Shipshewana  family  physician;  he 
received  a plaque  during  a sur- 
prise dinner. 

Dr.  John  D.  Pattison  has  re- 
tired as  a Marion  family  practitio- 
ner. 

Dr.  Wallace  M.  Adye,  director 
of  the  Deaconess  Hospital  Family 
Practice  Residency  Program  in 
Evansville,  was  elected  president 
of  the  Indiana  Academy  of  Family 
Physicians. 

Dr.  Larry  C.  Hughes  of 

Mooresville  was  appointed  medi- 
cal director  at  Decatur  Nursing 
and  Rehabilitation  Center.  □ 

New  ISMA  members 

Troy  R.  Bergin,  M.D.,  Granger, 

family  practice. 

Richard  W.  Borrowdale, 

M.D.,  Indianapolis,  otolaryn- 
gology. 


Lawrence  M.  Brubaker,  M.D., 
Jasper,  family  practice. 

Robert  L.  Christensen,  M.D., 
Cicero,  family  practice. 

Brian  G.  Cole,  M.D.,  India- 
napolis, family  practice. 

Robert  H.  Dorwart,  M.D., 
Indianapolis,  radiology. 

Brian  L.  Eddy,  M.D.,  Ander- 
son, hematology. 

David  J.  Fang,  M.D.,  India- 
napolis, otolaryngology. 

Fred  W.  Frick,  M.D.,  India- 
napolis, internal  medicine. 

Hollis  M.  Fritts  Jr.,  M.D., 
Indianapolis,  diagnostic  radiology. 

Lawrence  E.  Gering,  M.D., 
Indianapolis,  cardiovascular  dis- 
eases. 

Harvey  J.  Green,  M.D., 
Granger,  child  psychiatry. 

Mary  L.  Harty,  M.D., 
Scottsburg,  diagnostic  radiology. 

Jesse  D.  Hoff,  M.D.,  Evans- 
ville, family  practice. 

Charles  T.  Luecker,  M.D., 
Valparaiso,  orthopaedic  surgery. 

Donald  J.  Maddack,  D.O., 
Mishawaka,  family  practice. 

Steven  R.  Poflei,  M.D.,  India- 
napolis, radiology. 

Thomas  H.  Roberts,  M.D., 
Michigan  City,  anatomic  and  clini- 
cal pathology. 


Kurt  P.  Schellhas,  M.D.,  In- 
dianapolis, radiology. 

James  J.  Szwed,  M.D.,  India- 
napolis, internal  medicine. 

Neera  D.  Ummat,  M.D., 
Scottsburg,  diagnostic  radiology. 

Charles  R.  Wesley,  M.D., 
Indianapolis,  ophthalmology. 

Mark  A.  Westfall,  M.D., 
Marion,  family  practice. 

Vicky  L.  Young,  M.D., 

Elkhart,  general  preventive  medi- 
cine. 

Residents 

James  S.  Alexander,  M.D.,  Fort 
Wayne,  obstetrics  and  gynecology. 

Joel  C.  Boaz,  M.D.,  India- 
napolis, neurological  surgery. 

Juan  C.  Cabrera,  M.D.,  India- 
napolis, psychiatry. 

Kurtis  J.  De  Jong,  M.D., 

South  Bend,  family  practice. 

James  C.  Dozier,  M.D.,  Fort 
Wayne,  neurological  surgery. 

Laura  A.  Hester,  M.D.,  South 
Bend,  family  practice. 

Daniel  A.  Lee,  D.O.,  India- 
napolis, ophthalmology. 

Peter  M.  Schmid,  D.O.,  India- 
napolis, otolaryngology. 

Kirsten  M.  Turchan,  M.D., 
Indianapolis,  pediatrics.  □ 
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■ isma  leadership 


OFFICERS 

President  — Michael  O Melhnger,  LaGrange 
Pres. -elect  — C.  Dyke  Egnatz,  Schererville 
Immediate  Past  Pres  — George  H.  Rawls,  Indianapolis 
Executive  Director  — Richard  R King,  Indianapolis 
Treasurer  — Max  M Wesemann,  Franklin 
Asst.  Treasurer  — John  A.  Bizal,  Evansville 
Speaker  — William  H Beeson,  Indianapolis 
Vice  Speaker  — William  C Van  Ness  II,  Summitville 

EXECUTIVE  COMMITTEE 
‘Michael  O.  Mellinger,  LaGrange 
C.  Dyke  Egnatz,  Schererville 
George  H.  Rawls,  Indianapolis 
William  E.  Cooper,  Columbus 
Max  M.  Wesemann,  Franklin 
John  A.  Bizal,  Evansville 
Clarence  G.  Clarkson,  Richmond 
Peter  Winters,  Indianapolis 
William  H Beeson,  Indianapolis 
William  C.  Van  Ness  II,  Summitville 

TRUSTEES  (Terms  end  in  October) 

District 

1 — Bruce  Romick,  Evansville  (1992) 

2 — Jerome  E.  Melchior,  Vincennes  (1993) 

3 — Gordon  L.  Gutmann,  Jeffersonville  (1991) 

*4  — William  E.  Cooper,  Columbus  (1992) 

5 — Fred  E.  Haggerty,  Greencastle  (1993) 

6 — Clarence  G.  Clarkson,  Richmond  (1991) 

7 — Donna  J.  Meade,  Indianapolis  (1992) 

7 — John  M.  Records,  Franklin  (1993) 

7 — Peter  L Winters,  Indianapolis  (1991) 

8 — John  V.  Osborne,  Muncie  (1993) 

9 — R.  Adrian  Lanning,  Noblesville  (1991) 

10  — Nicholas  L.  Polite,  Hammond  (1992) 

11  — Jack  W Higgins,  Kokomo  (1993) 

12  — John  R.  Thomas,  Fort  Wayne  (1991) 

13  — Alfred  C.  Cox,  South  Bend  (1992) 

RMS  — Rick  Robertson,  Indianapolis  (1991) 

MSS  — Andre  Stovall,  Indianapolis  (1991) 

‘Chairman 

ALTERNATE  TRUSTEES  (Terms  end  in  October) 
District 

1 — Barney  Maynard,  Evansville  (1991) 

2 — James  Beck,  Washington  (1992) 

3 — John  H.  Seward,  Bedford  (1992) 

4 — Thomas  A.  Barley,  North  Vernon  (1991) 


5 — Roland  M Kohr,  Terre  Haute  (1991) 

6 — Ray  A Haas,  Greenfield  (1992) 

7 — Ronald  G.  Blankenbaker,  Indianapolis  (1991) 

7 — Bernard  Emkes,  Indianapolis  (1992) 

7 — Charles  O.  McCormick  III,  Greenwood  (1993) 

8 — Susan  Pyle,  Union  City  (1991) 

9 — Stephen  D Tharp,  Frankfort  (1992) 

10  — Frank  M.  Sturdevant,  Valparaiso  (1991) 

11  — Laurence  K Musselman,  Marion  (1992) 

12  — Charles  M.  Frankhouser,  Fort  Wayne  (1992) 

13  — Richard  J.  Houck,  Michigan  City  (1991) 

RMS  — Mike  Litwiller,  Indianapolis  (1991) 

MSS  — Ruchir  Sehra,  Indianapolis  (1991) 

AMA  DELEGATES  (Terms  end  Dec.  31) 

Marvin  E.  Priddy,  Fort  Wayne  (1991) 

Peter  R.  Petnch,  Attica  (1991) 

Herbert  Khalouf,  Marion  (1991) 

John  A Knote,  Lafayette  (1992) 

Alvin  J Haley,  Carmel  (1992) 

George  T.  Lukemeyer,  Indianapolis  (1992) 

AMA  ALTERNATE  DELEGATES  (Terms  end  Dec.  31) 

John  D.  MacDougall,  Beech  Grove  (1991) 

William  C.  Van  Ness  II,  Summitville  (1991) 

Richard  L.  Reedy,  Yorktown  (1991) 

Shirley  Thompson  Khalouf,  Marion  (1992) 

Max  N Hoffman,  Covington  (1992) 

Edward  L Langston,  Indianapolis  (1992) 

DISTRICT  OFFICERS  AND  MEETINGS 

1 — Pres:  Richard  A.  Tibbals,  Evansville 

Secv  Rex  H Ragsdale,  Evansille 
Annual  Meeting:  May  21,  1992 

2 — Pres:  Paul  Daluga,  Linton 

Secy:  Frederick  R.  Ridge,  Jr.,  Linton 
Annual  Meeting:  May  14,  1992 

3 — Pres:  Stephen  R Havens,  Jeffersonville 

Secy  Olegario  J Ignacio,  Jeffersonville 
Annual  Meeting:  May  20,  1992 

4 — Pres:  Robert  L Forste,  Jr.,  Columbus 

Secy:  Jeffery  C.  Hagedom,  Columbus 
Annual  Meeting:  May  6,  1992 

5 — Pres:  James  R Rudolph,  Greencastle 

Secy;  Peggy  Sankey-Swaim,  Rockville 
Annual  Meeting:  May  28,  1992 

6 — Pres:  Dennis  L Roberts,  Shelbyville 

Secy:  William  H.  Toedebusch,  Richmond 
Annual  Meeting:  May  13,  1992 


CHAIRMEN  OF  ISMA  SPECIALTY  SECTIONS 


ALLERGY 

Paul  D.  Isenberg,  Indianapolis 

ANESTHESIOLOGY 
Stephen  F Dierdorf,  Indianapolis 

CUTANEOUS  MEDICINE 
Peter  L.  Winters,  Indianapolis 

DIRECTORS  MEDICAL  EDUCATION 
Glenn  Bingle,  Indianapolis 

EMERGENCY  MEDICINE 
Thomas  C.  Madden,  Greenwood 

FAMILY  PRACTICE 
Dallas  E.  Coate,  Lebanon 

INTERNAL  MEDICINE 
Neal  Irick,  Indianapolis 

MEDICAL  DIRECTORS  AND  STAFF  PHYSICIANS 
OF  NURSING  FACILITIES 
Larry  G.  Cole,  Yorktown 

NEUROLOGICAL  SURGERY 
Marvin  R Bernard,  Merrillville 

NEUROLOGY 

Charles  A.  Bonsett,  Indianapolis 

NUCLEAR  MEDICINE 
Mike  Mullinix,  Indianapolis 


OBSTETRICS  & GYNECOLOGY 
Philip  N.  Eskew  Jr.,  Carmel 

OPHTHALMOLOGY 

D.  Dean  Cofield,  Bloomington 

ORTHOPAEDIC  SURGERY 
James  G.  Buchholz,  Fort  Wayne 

OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 
William  F.  Cooper,  Columbus 

PATHOLOGY  & FORENSIC  MEDICINE 
Joyce  Byllesby,  Washington 

PEDIATRICS 

Charlene  Graves,  Indianapolis 

PHYSICAL  MEDICINE  AND  REHABILITATION 
Robert  Gregori,  Indianapolis 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 
Gary  A.  Babcoke,  Chesterton 

PSYCHIATRY 

Patricia  Sharpley,  Indianapolis 
RADIOLOGY 

Gonzalo  T.  Chua,  Indianapolis 
SURGERY 

Robert  Lempke,  Indianapolis 
UROLOGY 

Rodney  A.  Mannion,  LaPorte 


7 — Pres:  Bernard  J.  Emkes,  Indianapolis 

Secy  H.  Marshall  Trusler,  Greenfield 
Annual  Meeting:  To  be  announced 

8 — Pres: 

Secy: 

Annual  Meeting:  June  3,  1992 

9 — Pres:  Robert  E.  Darnaby,  Rensselaer 

Secv:  Stephen  D Tharp,  Frankfort 
Annual  Meeting:  June  10,  1992 

10  — Pres:  Filemon  P.  Lopez,  Dyer 

Secy:  Barron  M.  Palmer,  Hammond 
Annual  Meeting:  June  17,  1992 

1 1 — Pres:  Alan  R.  Crebo,  Kokomo 

Secy:  Frederick  C.  Poehler,  La  Fontaine 
Annual  Meeting:  Sept.  18,  1991 

12  — Pres:  Mark  S.  Souder,  Auburn 

Secy  John  A.  Egli,  Topeka 
Annual  Meeting:  Sept.  19,  1991 

13  — Pres:  Mark  A.  Ballard,  LaPorte 

Secy:  John  W.  Schurz,  South  Bend 
Annual  Meeting:  Sept.  11,  1991 

COMMISSION  CHAIRMEN 

Constitution  and  Bylaws 

Helen  E.  Czenkusch,  Indianapolis 
Legislation 

Eugene  G.  Roach,  Anderson 
Physician  Assistance 
Robert  Nelson,  South  Bend 
Medical  Serznces 
Dallas  E.  Coate,  Lebanon 
Medical  Education 
James  E.  Carter,  Indianapolis 
Sports  Medicine 

Ronald  G.  Blankenbaker,  Indianapolis 

COMMITTEE  CHAIRMEN 

Medical  Malpractice  (Ad  Hoc) 

George  T.  Lukemeyer,  Indianapolis 
Grievance 

Richard  B.  Schnute,  Indianapolis 
Indiana  Medical  Foundation 

Frank  B.  Ramsey,  Indianapolis 


ISMA  KEY  STAFF 

Richard  R.  King,  Executive  Director 

Adele  Lash,  Director  of  Operations/Communications 

Mike  Abrams,  Director  of  Marketing/Legislation 

John  Wilson,  Director  of  Administration 

Ronald  Dyer,  General  Counsel 

Susan  Grant,  Executive  Assistant 

Richard  Ryan,  Field  Services  (Northern) 

Bob  Sullivan,  Field  Services  (Central) 

Janna  Kosinski,  Field  Services  (Southern) 

Barbara  Walker,  Reimbursement  Coordinator 
Tom  Martens,  Members  Health  Insurance 
Tina  Sims,  Indiana  medicine 
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Medical  Office  Management  Software  for  the  Apple  Macintosh 


Call  Today  at  2:00  p.m. 

for  Limited  Offer  on  Price  Incentive  for  the 
New  Electronic  Claim  System! 

317-579-5900 


Wabash  Medical  Resources,  Inc. 

Wabash  Medical  Resources 

8335  Allison  Pointe  Trail,  Suite  310 *  * 


Indianapolis,  IN  46250 
317-579-5900 


Authorized  Dealer 


The 

Ear 

Institute 

of  Indiana 


Complete  Care  for  the  Ear 

J.  William  Wright  III,  M.D. 
George  W.  Hicks,  M.  D. 

CAPSULE  COMMENTS 


8103  Clearvista  Parkway 
Indianapolis,  Indiana  46256 

(317)  842-4757 

(800)  522-0734 


OTOSCLEROSIS 

WHAT  IS  IT?:  A DISEASE  WHICH  RESULTS  IN  NEW  BONE  FORMATION  EITHER  IN  THE  AREA 

OF  THE  STAPES  BONE,  THE  COCHLEA,  OR  BOTH. 

SYMPTOMS?:  GRADUAL  HEARING  LOSS 


DIAGNOSIS: 


FAMILY  HISTORY  OF  HEARING  LOSS 
AUDIOGRAM 


TREATMENT:  IF  STAPES  FIXATION,  SURGERY  (95%  SUCCESSFUL)  OR  HEARING  AID  (S). 

IF  COCHLEA,  FLUORIDE  THERAPY. 


Otology  and  Neurotology  • Audiology  • Vestibular  Laboratory  • Hearing  Aid  Dispensing 

• Additional  location:  5506  East  16th  Street,  Suite  21 
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WANTED  - Full-time  inpatient  clini- 
cal director  for  Indianapolis  com- 
munity-based family  practice  resi- 
dency training  program.  Must  be 
residency-trained,  board-certified 
family  physician  or  general  inter- 
nist. Full-service,  600-bed,  commu- 
nity hospital.  Salary  and  benefits 
competitive.  (317)  871-2420, 

Patrick  L.  Foley,  M.D. 

PRO-LIFE  OBSTETRICS  AND  GYNE- 
COLOGY group  seeks  a third  asso- 
ciate for  a rapidly  expanding 
practice.  Retirement  of  three  OB/ 
GYNs  within  18  months  has  cre- 
ated a dramatic  need  for  expan- 
sion in  this  specialty.  Take  advan- 
tage of  the  recreational  possibili- 
ties of  nearby  Michigan  while  en- 
joying the  professional  advantages 
of  practice  in  Indiana.  Call  or 
write  Jeffrey  L.  Cain,  M.D.,  West 
Side  Obstetrics  8c  Gynecology, 

P.C.,  Elkhart,  IN  46514,  (219)  293- 
6999. 

INDIANA:  BIG  10  university  town. 
Full-time  position  available  for  fam- 
ily physician  in  a growing  free- 
standing clinic.  Competitive  salary 
and  benefits.  Reply  to  Rebecca 
Patterson,  manager,  Physicians 
Ready  Care,  1040  Sagamore  Park- 
way West,  West  Lafayette,  IN 
47906. 

MOVE  IN  TOMORROW  - Retiring 
busy  solo  family  practitioner 
equipped  with  Holter,  ambulatory 
B.P.  and  real-time  ultrasound. 
Computer  billing.  Rent  with  pos- 
sible option  to  purchase  B-l  zoned 
corner  buildings  and  lot  150'  x 325' 
directly  across  street  from  thriving 
250-bed  community  hospital.  Call 
(317)  642-0061  weekdays  10  a.m. 
to  4 p.m.  for  further  details. 

FOR  SALE:  Like-new  x-ray  equip- 
ment and  developer,  pulmonary 
function  equipment,  EKG,  exam 
tables,  files,  shelves,  other  equip- 
ment too  numerous  to  mention. 
Call  (812)  372-1724. 

EASTERN  ILLINOIS  - Family  practice. 
Ground-floor  opportunity  to  start  3- 
4 physician  group  or  join  45-physi- 


cian multi-specialty  group.  Good 
call  coverage  in  both  situations. 
Three-year  net  guarantee  totalling 
$375,000  includes  malpractice, 
office  expenses,  sfaff,  manage- 
ment, etc.  Additional  $10,000  per 
year  for  board  certification.  Half- 
hour  from  Big  10  university.  Con- 
tact Bob  Suleski  or  Lee  Fivenson,  1- 
800-338-7107. 

EMERGENCY  MEDICINE  Expanding 
physician-owned  emergency 
medicine  group  needs  physicians 
for  small  Indiana  hospitals.  Com- 
petitive salary  and  benefits.  Con- 
tact Preferred  Medical  Manage- 
ment, P.O.  Box  1897,  Marion,  IN 
46952. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 
exist  both  within  and  outside  Indi- 
ana. Call  Patti  Quiring  at  work, 
(317)  841-7575,  or  at  home,  (317) 
823-4746.  Patti  is  a physician  re- 
cruiter for  Quiring  Associates,  an 
executive  search  firm  headquar- 
tered in  Indianapolis. 

REAL  ESTATE  - Exclusive  30-acre 
site.  720  feet  of  Lake  Michigan 
non-eroding  beach  frontage  X 
approximately  1 ,800  feet  deep. 
Ideal  for  medical  retreat  or  asso- 
ciation compound.  Set  up  and 
approved  to  accommodate  eight 
estate-sized  sites  if  interested  in 
subdividing.  Can  have  private 
gated  entry.  $2,500,000.  Two  3/4 
hours  from  Chicago.  One  1/4 
hours  from  South  Bend.  Three  min- 
utes from  1-196/31  Expressway  at 
South  Haven,  Mich.  For  informa- 
tion, call  (219)  291-9717  or  write 
Joe  Hickey,  1313  Erskine  Manor  Hill, 
South  Bend,  IN  46614.  This  is  a first- 
time offering. 

INDIANA  - OBSTETRICIAN.  Gyne- 
cologist group  or  solo  practice. 
North  central  Indiana  community 
of  40,000.  Service  area  of  more 
than  85,000.  235-bed  JCAHO- 
accredited  acute  care  hospital. 
Excellent  educational,  cultural  and 
recreational  opportunities.  Easy 
access  to  major  metro  area. 
Board-certified  (or  eligible)  appli- 


cants contact  G.R.  Stubbs,  Assis- 
tant Administrator,  Marion  General 
Hospital,  Wabash  at  Euclid  Ave., 
Marion,  IN  46952,  (317)  662-4775. 

FOR  SALE  BY  OWNER  - Deeded 
property  share  on  Lake  Freeman, 
Monticello,  Ind.  Cottage  and 
wooded  park  for  recreational  ve- 
hicle. Plenty  of  activities,  use  of 
the  lake  and  clubhouse  for  mem- 
bers only.  Call  (317)  778-2129  or 
(317)  778-3771. 

FOR  SALE  - One  new,  unused 
Dupont  Analyst  bench-top  chemis- 
try system.  Includes  lipid  rotator, 
dilutor  and  operator's  manual. 

Call  (317)  293-7575  - daytime,  9:30 
a.m.  to  5 p.m.,  except  Wednes- 
day, or  (317)  251-5212  after  6 p.m. 

INTERNIST  OR  INTENSIVIST  - BC/BE. 
To  join  a busy  four-man  practice 
with  special  interest  in  hospital 
intensive  care,  plus  consultative 
and  primary  care  practice  in  the 
Indianapolis  area.  Will  offer  part- 
nership. Reply  to  Box  19616,  India- 
napolis, IN  46219. 

FAMILY  PRACTITIONERS/INTERNISTS 

- MetroHealth,  an  affiliate  of  Meth- 
odisf  Hospital  of  Indiana,  Inc.,  is 
seeking  board-certified/eligible 
family  practitioners  and  internists. 
Share  the  advantages  of  joining 
an  established  prepaid 
multispecialty  physician  group 
offering  an  ideal  blend  of  practice 
and  lifestyle,  paid  professional 
liability,  competitive  compensation 
and  fringe  benefit  packages.  Our 
practice  is  located  in  Indianapolis, 
a thriving  Midwest  community 
offering  a number  of  cultural,  edu- 
cational and  recreational  activi- 
ties. For  confidential  consider- 
ation, submit  curriculum  vitae  to 
MetroHealth  Physician  Recruit- 
ment, P.O.  Box  1367,  Indianapolis, 
IN  46206. 


POSITION  AVAILABLE  with  thriving 
three-clinic  urgency  care  corpora- 
tion. Practice  heavily  emphasizing 
industrial,  sports  medicine  and 
wellness  programs.  Regular  work 
week,  no  call.  Assistant  medical 
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director  available.  Salary  and 
benefits  in  six  figures.  Contact  Dr. 
Dean  Elzey,  (219)  489-2772. 

EMERGENCY  MEDICINE  - Terre 
Haute,  Ind.  Local  multi-hospital 
group  seeking  full-time  career- 


oriented  emergency  physician  for 
position  in  small-  and  medium- 
volume  community  hospitals.  Flex- 
ible scheduling,  very  competitive 
compensation  package,  partner- 
ships available.  Send  CV  or  con- 
tact William  R.  Grannen,  Priority 


Classified  advertising  rates 


Classified  advertisements  are  published  as  a service  to  members  of  the 
Indiana  State  Medical  Association.  Only  ads  considered  to  be  of  advan- 
tage to  members  will  be  accepted.  Advertisements  of  a truly  commercial 
nature  (ie:  firms  selling  brand  products,  services,  etc.)  will  be  considered 
for  display  advertising.  All  orders  must  be  in  writing  and  will  automati- 
cally be  set  in  regular  classified  type.  Box  numbers  are  not  available. 


Charges: 

* ISMA  members 

* Non-members  .. 

Deadline:  Six  weeks  preceding  month  of  publication. 

Payment  procedure:  Payment  in  advance  is  not  required.  Invoices  and 
tearsheets  are  mailed  to  advertisers  upon  publication.  Indiana  medicine  is 
issued  on  the  10th  of  each  month. 

Address:  Indiana  medicine,  322  Canal  Walk,  Indianapolis,  IN  46202-3252. 


25c/ word  ($15  minimum) 
75c/word  ($30  minimum) 


Advertisements  for  employment  containing  specifications  as  to  race,  creed, 
color,  age,  religion,  sex,  ethnic  origin  or  national  origin  may  be  unlawful 
and  professionally  improper.  Accordingly,  discriminatory  wording  is  not 
acceptable  in  Indiana  medicine.  In  such  a case,  Indiana  medicine  will  mod- 
ify the  wording  and  notify  the  advertiser  of  the  change. 
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Health  Care,  P.C.,  7179  Lamplite 
Ct.,  Cincinnati,  OH  45244,  (513) 
231-0922. 

EMERGENCY  PHYSICIANS  WANTED  - 

For  Fayette  Memorial  Hospital  in 
Connersville,  Ind.  Will  consider  all 
physicians  with  emergency  medi- 
cine experience.  15,000  visits/year. 
Fee-for-service  group  does  its  own 
billing.  Hourly  compensation 
based  on  training,  experience  and 
qualifications.  Excellent  fringe 
benefit  package  includes,  life, 
health,  disability  and  malpractice 
insurance  plus  CME  allowance, 
ACEP  and  ISMA  dues,  pension 
plan  and  potential  bonus.  Con- 
tact Michael  D.  Bishop,  M.D., 
FACEP,  Emergency  Care  Physi- 
cians, 640  S.  Walker  St.,  Suite  A, 
Bloomington,  IN  47403,  (812)  333- 
2731. 

CENTRAL  INDIANA  - Physician- 
owned  emergency  group  accept- 
ing applications  for  full-time,  ca- 
reer-oriented emergency  physi- 
cians. Flexible  work  schedules  and 
excellent  benefit  package.  Part- 
time  and  directorship  positions  also 
available.  Send  CV  or  contact 
Midwest  Medical  Management, 
Inc.,  528  Turtle  Creek,  North  Drive, 
Suite  F-4,  Indianapolis,  IN  46227, 
(317)  783-7474.  □ 
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Mark  Your 
Calendars! 

Who:  ISMA  members 

What:  Annual  convention 

When:  Nov.  8-10,  1991 

Where:  Westin  Hotel  in 

downtown 
Indianapolis 


Advertising  index 


Central  Pharmaceuticals 694 

The  Ear  Institute  of  Indiana 769 

Estridge  Corporation,  Paul 695 

Herman  B Wells  Center 

for  Pediatric  Research 685 

Indiana  Bell  691 

Lilly,  Eli  & Co 700,  701 

Lincoln  National  Life Cover 

Medical  Protective 740 

Palisades  Pharmaceuticals 682 

Physicians'  Directory 741 

Physicians  Insurance  Co. 

of  Indiana Cover,  763 

Roche  Laboratories 687 

G.D.  Searle  and  Company Cover 

Summer  Trace  Retirement  Community 733 

U.S.  Air  Force 765 

University  Microfilms 701 

University  Place 739 

Van  Ausdall  + Farrar 728 

Wabash  Medical  Resources 769 


For  more  information:  Call 
Denise  Le  Doux  at  the  ISMA, 
(317)  261-2060  or  1-800-969- 
7545. 


In  accepting  advertising  for  publication,  Indiana 
medicine  has  exercised  reasonable  precaution  to  en- 
sure that  only  reputable,  factual  advertisements  are 
included.  However,  we  do  not  have  facilities  to 
make  comprehensive  or  complete  investigation,  and 
the  claims  made  by  advertisers  in  behalf  of  goods, 
services,  medicinal  preparations,  apparatus  or  physi- 
cal appliances  are  to  be  regarded  as  those  of  the 
advertisers  only.  Neither  sanction  nor  endorsement 
of  such  is  warranted,  stated  or  implied  by  the  asso- 
ciation. 


Are  you  moving 


9 


If  so.  please  send  change  of  address  to  the  Indiana  State  Medical  Association.  Membership  Department,  322  Canal  Walk, 
Indianapolis,  IN  46202-3252,  at  least  six  weeks  before  you  move. 


Name: 

LI  Home 
Address:  -I  Office 


City: 

State: Zip: County: 

Office  phone: Home  phone: 

IMPORTANT  - Attach  mailing  label  from  your  last  copy  of  Indiana  medicine  here: 
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ISMA  Health/Dental  Insurance 


Benefits  available  to  members  of  the  Indiana  State  Medical  Association  and 
their  employees  through  expanded  ISMA  group  sponsored  health  insurance. 


MEDICAL  PLAN  A 

• 365  Days  of  Inpatient  Hospital  Care 

• 100%  payment  semi-private  or  hospital  ward  room 

• 365  Days  In-Hospital  Medical  Care 

• 100%  reasonable  and  customary  allowances  for  surgery, 
maternity,  general  anesthesia,  medical  visits,  radiation 
therapy,  and  other  eligible  inpatient  hospital  charges 

• Unlimited  Major  Medical  Benefits  ($100  deductible) 


MEDICAL  PLAN  B 

• Comprehensive  Major  Medical  protection 

• $250  calendar  year  deductible,  $500  per  family 

• Stop-Loss  Limit  $5,000  per  person,  $10,000  per  family 

• PCS  Card 

• Includes  cost-containment  features 

• Unlimited  Maximum  Benefits 


MEDICAL  PLAN  C 

• Comprehensive  Major  Medical  protection 

• $500  calendar  year  deductible,  $1,000  per  family 

• Stop-Loss  Limit  $5,000  per  person,  $10,000  per  family 

• Unlimited  Maximum  Benefits 


MEDICAL  PLAN  D 

• Economical  Comprehensive  Major  Medical  protection 

• $1,000  calendar  year  deductible,  $2,000  per  family 

• Stop-Loss  Limit  $5,000  per  person,  $10,000  per  family 

• Unlimited  Maximum  Benefits 


MEDICAL  PLAN  E 

• Low  cost  Comprehensive  Major  Medical  protection 

• $2,000  calendar  year  deductible,  $6,000  per  family 

• Stop-Loss  Limit  $10,000  per  person,  $30,000  per  family 

• Unlimited  Maximum  Benefits 


DENTAL  PLAN 

• Reasonable  and  customary  allowances  for  necessary  care 
and  treatment  for  dental  health  - $50  calendar  year 
deductible,  $100  per  family 

• $1,500  maximum  dental  benefit  per  person  in  a calendar 
year  paid  at  80%,  additional  major  dental  paid  at  50% 

• $1,000  Orthodontia  Benefits  paid  at  50%  of  reasonable 
and  customary  charges 

MEDICAL  REIMBURSEMENT  PLAN 

• Tax  deductible  to  the  professional  corporation 


The  Lincoln  National  Life  Insurance  Company  is  most 
pleased  to  be  underwriting  the  Group  Medical  and 
Dental  Program  for  the  Indiana  State  Medical 
Association.  Your  benefit  programs  have  been 
designed  to  provide  the  highest  quality  coverage 
and  service  at  the  lowest  possible  cost.  A special 
claim  paying  unit  has  been  established  in  our  Fort 
Wayne  Regional  Claims  Office  to  handle  only  the 
ISMA  program.  Should  you  have  questions  or  prob- 
lems, you  may  speak  directly  to  your  claim  processor 
at  1-800-338-0363.  We  look  forward  to  serving  you 
and  encourage  your  review  of  the  program  and  ser- 
vices being  provided. 

SUPPLEMENTAL  BENEFITS  FOR  ORGAN 
OR  TISSUE  TRANSPLANTS 

• Included  with  all  medical  plans. 

• Covered  Transplant  Procedures:  This  policy  covers  any  of 
the  following  human  to  human  organ  or  tissue 
transplants:  bone  marrow;  heart;  heart/lung;  liver;  lung; 
pancreas. 

• Transplant  Benefit  Period:  The  transplant  benefit  period 
begins  five  days  before  the  date  of  the  organ  or  tissue 
transplant  and  ends  eighteen  months  after  the  date  of 
the  organ  or  tissue  transplant. 

• Maximum  Transplant  Benefit:  $1,000,000  per  lifetime  per 
insured  person  for  all  transplant  services. 

For  more  information  regarding 
these  coverages  contact: 

Earl  W.  Williams 

Professional  Account  Representative 
11595  N.  Meridian  St.,  Suite  802 
Carmel,  Indiana  46032 

(317)  573-6520 
1-800-421-3020 
(317)  573-6524  FAX 

Tom  Martens 

Director,  Health  Insurance  Administration 
Indiana  State  Medical  Association 
322  Canal  Walk 

Indianapolis,  Indiana  46202-3252 

(317)  261-2060 
1-800-969-7545  Indiana 
(317)  261-2076  FAX 


affiliated  Physicians  Services,  ;nc 


SUSTAINED  t*f  i f Ase  CAPLETS 


The  recommended  starting  dose  for  Calan  SR  is  180  mg 
once  daily.  Dose  titration  will  be  required  in 
some  patients  to  achieve  blood  pressure  control. 

A lower  initial  starting  dosage  of  120  mg/day  may  be  warranted  in  some  patients 
(eg,  the  elderly,  patients  of  small  stature). 

Constipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  election 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used  Verapamil  may  occasionally 
produce  hypotension  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I V verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  1 st-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility,  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil,  A variable  effect  has  been  seen 
with  combined  use  of  atenolol.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxin  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 
monitored.  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure- 
lowering agents.  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Concomitant  use  of  flecamide  and  verapamil  may  have  addiliye  effects 
on  myocardial  contractility,  AV  conduction,  and  repolarization.  Combined  verapamil  and'qumidinesi 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a-iowerihg  of 
serum  lithium  levels  or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use. 
Rifampin  may  reduce  verapamil  bioavailability.  Phenobarbital  may  increase  verppamil  clearance. 
Verapamil  may  increase  serum  levels  of  cyclosporin  Verapamil  may  inhibit  the  clearance  and 
increase  the  plasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage 
reduction  may  be  required  Adequate  animal  carcinogenicity  studies  have  not  been  performed 
One  study  in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in 
the  Ames  test  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  Verapamil  is  excreted  in  breast  milk;  therefore,  nursing  should  be  discontinued  during 
verapamil  use 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3  3%),  nausea  (2  7%),  hypotension  (2  5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia  HR  < 50/mm  (1.4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus.  The 
following  reactions,  reported  in  1.0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticaria,  Stevens-Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco- 
mastia, galactorrhea/hyperprolactmemia,  increased  urination,  spotty  menstruation,  impotence 

4/11/91  • P91CA6143V 


Address  medical  inquiries  to 
G D Searle  & Co 
Medical  & Scientific 

Information  Department 
4901  Searle  Parkway 
Skokie.  IL  60077 


SEARLE 


G D Searle  & Co 

Box  5110.  Chicago.  IL  60680 


A91CA6148T 


e Indiana  State  Medical  Association 


To  Plan  The  Most  Successful 
Conference  Possible,  You  Really  Should 
Check  All  Your  Options. 


The  University  Place  Conference 
Center  & Hotel  offers  all  the  options 
you  should  expect  to  make  your 
conference  a success.  And,  probably 
a few  things  you’d  never  expect.  So,  if 
you’d  like  a free  information  packet 
on  the  features  listed,  call 
800-627-2700.  Because  once 
you’ve  checked  us  out,  you  won’t 
even  consider  any  other  location  as 
an  option. 


University  Place 

Conference  Center  & Hotel 

On  the  Campus  of  Indiana  University*  Purdue  University 
INDIANAPOLIS 


Features 

University 
Place  ' 

278-room  AAA  4-Diamond  hotel 

Resources  of  two  major  universities 

338-seat  auditorium  with  sloped  seating 

u* 

Unmatched  A/V  capabilities 

V* 

Award-winning  restaurants 

385-car  underground  garage 

Full-time  A/V  staff 

Tlirnkey  Conference  Planning  Service 

Skywalk  to  Olympic-class  sports  facilities 

V" 

Thirty  soundproof  meeting  rooms 

Two  tiered  meeting  rooms 

Videoconferencing 

IS 

Computerized  audience  response  system 

V* 

Continuous  refreshment  service 

800-627-2700 

(In  Indiana  317-274-3196) 
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Coumadin  skin  necrosis  in  a patient 

with  a free  protein  S deficiency 788 


Thoracolumbar  spinal  fractures  - 
Concepts  of  treatment 
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Carpal  tunnel  syndrome 802 


features 

Physicians'  attitudes  toward  hospital  ethics  committees 804 

Ethics  committees  have  been  defined  as  a group  established  by  a 
hospital  or  health  care  institution  formally  charged  with  advising, 
consulting  and  discussing  ethical  decisions  and  policies. 

Doctors,  families  and  difficult  decisions: 

The  implications  of  the  Lawrance  case 808 

In  its  decision,  the  Supreme  Court  stated  that  families  working  with 
physicians  have  the  legal  authority  to  make  health  care  decisions 
for  loved  ones,  including  the  withdrawal  of  life-prolonging  medical 
treatments. 


Reproduced  from  a reproduc- 
tion of  Fall  Landscape  with  Four 
Trees  by  Gregorio  Prestopino 
published  by  New  York  Graphic 
Society  Ltd.,  Greenwich,  Conn., 
06836-1469.  Cover  design  by 
Diane  Alfonso  of  Indianapolis. 
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A Natural  Selection 


St.  Luke’s  Healthcare 
Association  - a progressive, 
multifacility  healthcare  sys- 
tem located  in  Saginaw, 
Michigan  - currently  has 
private  practice  and  hospi- 
tal career  opportunities 
for  physicians 
in  selected 
areas  of  spe- 
cialization. 

The  Associa- 
tion provides 
a complete 
range  of  spe- 
cialty care 
units,  includ- 
ing adult  and 
pediatric  inten- 
sive care,  coro- 
nary care  and  emergency 
care.  We  recently  opened 
The  Family  Birth  Center™ 
- a progressive,  new, 
single-room  obstetrics  unit. 
And  we  cooperate  in  an  ac- 
tive  residency  program 


affiliated  with  Michigan 
State  University's  College 
of  Human  Medicine. 

St.  Luke's  Healthcare  As- 
sociation is  a diverse  and 
growing  organization,  anx- 
ious to  meet 
with  physi- 
cians inter- 
ested in  pursu- 
ing a career 
marked  by  a 
strong  admin- 
istration/physi- 
cian  working 
relationship 
and  a team 
approach  to 
patient  care. 

If  you're  such  a physician, 
St.  Luke’s  Healthcare 
Association  and  Saginaw, 
Michigan,  are  natural 
selections.  Contact  us 
today  for  additional 
information. 


Call  or  write  Jan  Gould, 
Physician  Recruiter: 

St.  Luke’s  Hospital 
700  Cooper  Ave. 
Saginaw,  MI  48602 
1-800-633-3546. 


<¥> 
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A service  of  St  Luke's  Healthcare  Association 
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■stethoscope 


AMA  adopts  resolutions 
concerning  HBV  infection 

The  American  Medical  Association  House  of  Delegates  adopted  the 
following  resolutions: 

1.  That  a health  care  worker  who  has  developed  a protective  level  of 
antibody  to  HBV  as  a consequence  of  a natural  infection  and  who  is 
not  HBsAg  positive  (i.e.,  HBV  carrier)  not  be  restricted  from  perform- 
ing invasive  procedures. 

2.  That  a health  care  worker  who  is  at  risk  for  HBV  infection,  has  no 
immunity  resulting  from  a natural  infection,  and  who  has  not  initi- 
ated immunization  with  HBV  vaccine  either  be  immunized  or  abstain 
from  practicing  invasive  procedures. 

The  AMA  previously  adopted  a policy  requiring  all  students  entering 
medical  school  to  be  immunized  with  HBV  vaccine  and  supported 
the  proposed  regulation  of  the  Occupational  Health  and  Safety  Ad- 
ministration requiring  the  vaccination  of  all  health  care  workers  at 
risk  of  HBV  infection. 

SIMBA  seminar  to  focus  on 
health  care  reform 

"Health  Care  Reform:  Evolution  or  Revolution?"  is  the  topic  of  a 
seminar  to  be  held  April  6 to  9,  1992,  at  the  Sundial  Beach  and  Tennis 
Resort  in  Sanibel  Island,  Fla.  The  Seminars  for  Indiana  Medico/Legal 
Bar  Association,  the  Indiana  Hospital  Association  and  the  Indiana 
State  Medical  Association  are  co-sponsoring  the  event,  open  to  Indi- 
ana health  care  decision  makers.  Topics  will  include  competition 
versus  collaboration,  quality  initiatives,  political  climate  for  change, 
the  right  to  die,  joint  ventures/safe  harbors,  the  future  for  hospital 
unions  and  Hoosier  health  policy  development.  The  registration  fee 
is  $350.  For  details,  call  Cindy  Christ,  (317)  871-6222. 

ISMA  representatives  discuss 
INCAP  with  media 

During  recent  visits  to  newspapers  and  radio  stations,  physicians 
representing  ISMA  discussed  how  the  state's  malpractice  legislation 
is  beneficial  to  both  physicians  and  patients.  The  legislation,  referred 
to  as  the  Indiana  Compensation  Act  for  Patients  (INCAP),  was  the 
topic  during  interviews  at  two  radio  stations  in  Richmond  and  during 
editorial  board  visits  to  the  Palladium-Item  in  Richmond,  the  Vidette- 
Messenger  in  Valparaiso  and  the  Michigan  City  News  Dispatch.  Michael 
Mellinger,  M.D.,  and  Jerome  Melchior,  M.D.,  traveled  to  Richmond, 
and  Dr.  Mellinger  spoke  in  Valparaiso  and  Michigan  City. 

Mark  your  calendars  for  annual 
ISMA  legislative  reception 

V 

"An  Evening  with  the  Stars"  awaits  those  attending  the  annual 
ISMA/IMPAC  legislative  reception.  The  event  is  set  for  6 to  8:30 
p.m.  Wednesday,  Jan.  15,  at  the  Hyatt  Regency  Hotel  in  downtown 
Indianapolis.  Physicians  will  have  an  opportunity  to  discuss  issues 
of  concern  to  medicine  with  their  legislators.  All  ISMA  members  and 
members  of  the  Indiana  General  Assembly  are  invited.  For  details, 
call  Susan  Grant  at  the  ISMA,  (317)  261-2060  or  1-800-969-7545.  □ 
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■ from  the  museum 


1 lif  Indiana  Medical  History 
Museum  would  like  to  thank  the 
following  people  and  companies 
for  contributing  to  its  1990-91 
operating  support  campaign  by 
sending  a donation  to  the  mu- 
seum or  enclosing  a contribution 
with  their  Indiana  State  Medical 
Association  dues  statement  (in 
addition  to  the  $10  "Med  Mus" 
fee).  This  support  is  used  to  pay 
salaries,  sponsor  exhibits  and  edu- 
cational programs  and  maintain 
the  historic  Old  Pathology  Build- 
ing. Contributors  to  this  cam- 
paign include: 

Robert  N.  Abel,  M.D. 

Mary  Keller  Ade,  M.D. 

Ronald  E.  Aigotti,  M.D. 

C.  Kurt  Alexander,  M.D. 

Dr.  & Mrs.  Rex  A.  Allman 
Susan  M.  Anderson,  M.D. 

Eddie  R.  Apple,  M.D. 

George  W.  Applegate,  M.D. 

Robert  D.  Arnold,  M.D. 

Dr.  & Mrs.  Shahid  Athar 
Adel  H.  Ayoub,  M.D. 

M.  Barbara  Backer,  M.D. 

Thomas  A.  Barley,  M.D. 

Helen  B.  Barnes,  M.D. 

Robert  F.  Barton,  M.D. 

Joseph  S.  Bean,  M.D. 

James  E.  Bennett,  M.D 
George  F.  Berry,  M.D. 

David  L.  Bixler,  M.D. 

Gloria  A.  Bixler,  M.D. 

John  A.  Bizal,  M.D. 

Albert  L.  Blake,  M.D. 

Ronald  G.  Blankenbaker,  M.D. 

Robert  A.  Brewer,  M.D. 

William  Loyd  Bridges,  M.D. 

Thomas  M.  Brown,  M.D. 

F.  Robert  Brueckmann,  M.D. 

Rebecca  L.  Bushong,  M.D. 

Joyce  Byllesby,  M.D. 

Mr.  & Mrs.  William  K.  Byrum 
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Display  Center  Showroom,  Inc. 

Zarija  Djurovic,  M.D. 

Scott  K.  Douglas,  M.D. 

Steven  R.  Dryden,  M.D. 

Nancy  L.  Eckerman 
Joseph  V.  Edwards,  M.D. 
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Robert  B.  Failey  Jr.,  M.D. 
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Alvin  J.  Haley,  M.D. 
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A salesman's  primary  concern  is  to  sell.  That’s  precisely 
why  we  don’t  employ  any.  Our  general  agents  make  no 
commission,  and  work  exclusively  for  us.  So  they  spend 
less  time  selling,  and  more  time  advising,  informing 


and  preventing  problems  for  their  clients.  Their  success 
isn’t  measured  by  how  well  they  sell.  But  by  how  well 
they  serve.  For  a different  approach  to  professional 
liability,  call  your  Medical  Protective  general  agent  today. 


^ f y \) to 


NO  DOUBT. 

Vernon  E.  Hoover,  H.  Jere  Frey,  Michael  W.  Kinzer 
6100  North  Keystone  Avenue,  Suite  237,  PO.  Box  20576 
Indianapolis,  IN  46220 
(317)  255-6525 


Robert  B.  Newell,  J.  Barton  Lyon 
Suite  240,  2260  Lake  Avenue,  PO.  Box  5174 
Fort  Wayne,  IN  46895 
(219)  422-4783 


■ what's  new 


RANAC  Computer  Corp.  has 

announced  the  introduction  of 
CompreCLAIM,™  an  insurance 
claims  processing  system  with 
electronic  claims  transmission 
designed  for  the  small  health  care 
provider.  Filing  claims  electroni- 
cally with  CompreCLAIM™  will 
allow  offices  to  receive  payment 
within  14  to  20  days.  The  system 
can  be  expanded  as  practice 
growth  dictates. 

Wampole  Laboratories  has 

introduced  the  Zeus  Scientific,  Inc. 
Measles  Immunofluorescent  As- 
say. The  assay  is  designed  for  the 
qualitative  and  quantitative  detec- 
tion of  measles  (rubeola)  antibody 
(IgG)  in  human  serum.  It  is  avail- 
able for  in  vitro  diagnostic  use. 
Each  test  well  in  the  Zeus  Scien- 
tific assay  contains  both  infected 
and  non-infected  cells.  The  non- 
infected  cells  act  as  control  cells 
for  autoimmune  or  other  cross- 
reacting antibodies. 

Wampole  Laboratories  has 

designed  the  Wampole  ISOLA- 
TOR™ 1.5  mL  Microbial  Tube,  a 
small  evacuated  tube  designed  to 
detect  septicemia  in  pediatric  pa- 
tients and  neonates.  The  tube 
contains  a patented  mixture  of 
ingredients  that  lyses  blood  cells 
to  release  bacteria,  prevent  coagu- 
lation, neutralize  bactericidal  ef- 
fects and  inhibit  phagocytosis. 
Clinical  studies  show  that  the 
ISOLATOR  pediatric  tubes  detect 
pathogens  in  blood  cultures  an 
average  of  24  hours  sooner  than 
conventional  and  radiometric 


broth  methods. 

DOCS,  Inc.  has  announced 
the  initial  release  of  its  Profes- 
sional Appointment  Manager 
(PAM)  for  medical  offices.  The 
program  is  designed  for  schedul- 
ing appointments  in  either  the 
single  terminal  or  multi-user  envi- 
ronment. PAM  is  a stand  alone 
program.  It  can  be  "hot  keyed"  to 
operate  on  an  integrated  basis 
with  any  practice  management 
program  by  using  the  new  DOS 
version  5.0  upgrade. 

Lea  & Febiger  has  announced 
the  fourth  edition  of  Disinfection, 
Sterilization  and  Preservation,  a 
1,162-page  reference  dedicated  to 
the  control  of  micro-organisms. 
This  edition  encompasses  all 
available  disinfection  and  steril- 
ization techniques  and  examines 
the  chemical  and  physical  agents 
used  for  sterilization.  To  order 
this  edition  on  a 30-day  approval, 
call  Lea  & Febiger,  1-800-638-0672. 

Birtcher  Medical  Systems  has 

received  approval  from  the  U.S. 
Food  and  Drug  Administration  to 
market  the  Argon  Beam 
Coagulator  (ABC’®),  a gas 


r Mews  of  what  is  new  in  the  medi-  \ 
cal  supply  industry  is  compiled  from 
news  releases.  Each  item  published 
does  not  necessarily  constitute  an 
endorsement  of  a product  or  recom- 
mendation for  its  use  by  Indiana 
medicine  or  the  Indiana  State  Medical 


electrosurgery  device  for  use  in 
laparoscopic  procedures.  The 
Birtcher  ABC®  can  be  used  on 
patients  undergoing  laparoscopic 
surgery  involving  the  gallbladder 
and  other  abdominal  organs  and 
many  laparoscopic  gynecological 
procedures. 

American  Hospital  Publish- 
ing has  announced  two  new  pub- 
lications, The  Quality  Quest:  A 
Briefing  for  Health  Care  Professionals 
and  Outpatient  Rehabilitation  Ser- 
vices: A Guide  to  Planning  and 
Management.  The  Quality  Quest 
clarifies  and  defines  the  concept  of 
quality  in  health  care  and  identi- 
fies how  and  why  continuous 
quality  improvement  is  a part  of 
every  health  care  worker's  job. 
Outpatient  Rehabilitation  Services  is 
a guide  to  developing  and  manag- 
ing successful  hospital-based  or 
freestanding  outpatient  rehabilita- 
tion programs.  For  information  or 
to  order  either  book,  write  Ameri- 
can Hospital  Association  Services 
Inc.,  P.O.  Box  92683,  Chicago,  IL 
60675-2683. 

Lea  & Febiger  has  released 
four  new  publications,  A Practical 
Handbook  of  Joint  Fluid  Analysis, 
Neuro-Ophthalmology,  Progress  in 
Cardiology  4/2  and  Handbook  of 
Skin  Clues  and  Systemic  Diseases. 
Douglas  P.  Zipes,  M.D.,  of  the 
Indiana  University  School  of 
Medicine  is  a co-author  of  the 
cardiology  book.  For  more  infor- 
mation or  to  order  a book  on  a 30- 
day  approval,  call  Lea  & Febiger 
at  1-800-638-0672.  □ 
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Bolander  Woods 

7644  William  Penn  Place 
North  of  75th  St.  on  Sargent  Rd 
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When  you  consider 
the  luxuries  in  these 
homes,  it  becomes 
clear  why  so  very 
few  are  available. 

Four,  to  be  exact 


Paul  E.  Estridge  proudly  presents  four  of  the  most 
impressive  homes  in  the  area.  Now  you  can  indulge 
in  the  luxury  of  one  of  these  magnificent  creations 
and  become  one  of  the  , 

privileged  few. 

Call  Gary  McNutt  today 
for  your  private  showing,  -^xj1  . 

846-73 1 1 . JLstricure  Corn 


jstridge  Corp. 


DKSIGNKK  • KUILDKK  • DKVKLOPKK 


We  also  offer  an  exclusive  selection  of  homesites  and  custom  home  opportunities,  priced  from  $500,000. 
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■cme  calendar 


Methodist  Hospital 

and  Hotel,  India- 

University of  Wisconsin 

Methodist  Hospital  of  Indiana  will 

napolis. 

The  University  of  Wisconsin 

sponsor  the  following  courses: 

For  more  information,  call  the 

School  of  Medicine  will  sponsor 

Nov.  20  - Annual  Pediatric 

registrar,  (317)  274-8353. 

"Orthopaedics  in  Primary  Care" 

Critical  Care  Sympo- 

Feb. 28  and  29  at  the  Edgewater 

sium:  Pharmacol- 

Rehabilitation medicine 

Hotel  in  Madison,  Wis. 

ogy,  Methodist  Hos- 

The Indiana  Center  for  Rehabilita- 

The course  is  designed  for 

pital  of  Indiana,  Wile 

tion  Medicine  and  the  Indiana 

primary  care  practitioners.  Par- 

Hall #320,  India- 

Society of  Physical  Medicine  and 

ticipants  will  receive  AMA  Cat- 

napolis. 

Rehabilitation  will  co-sponsor  a 

egory  I credit.  For  more  informa- 

Dec. 4 - Annual  Toxicology 

full  day  conference  titled  "Office 

tion,  call  Sarah  Aslakson  at  (608) 

Seminar,  Westin 

Management  of  Common  Muscu- 

263-2856. 

Hotel,  Indianapolis. 

loskeletal  Problems." 

For  more  information,  call 

The  conference  will  be  held 

Ohio  State  University 

Dixie  Estridge,  (317)  929-8215. 

Nov.  20  at  the  Holiday  Inn  Air- 

The Ohio  State  University  College 

port,  Indianapolis.  For  more  in- 

of Medicine  will  sponsor  these 

Indpls.  Regional  Heart  Center 

formation,  call  Lynn  Morton  or 

courses: 

The  Indianapolis  Regional  Heart 

Cherie  Huser  at  (317)  290-2000  or 

Dec.  7-8  - Nutrition  for  Clinical 

Center  will  sponsor  a "Nursing 

1-800-875-6640. 

Practice  and  Every- 

Cardiac Refresher  Program"  Dec. 

day  Living. 

3 and  4 at  the  Indianapolis  Re- 

University of  Michigan 

Dec.  14  - The  New  Antide- 

gional Heart  Center  at  St.  Francis 

The  University  of  Michigan  Medi- 

pressants. 

Hospital  in  Indianapolis. 

cal  School  will  sponsor  these 

Jan.  18  - Tardive  Dyskinesia 

For  more  program  informa- 

courses: 

Update:  Risks,  Pre- 

tion, call  Brandon  Roger  or 

Dec.  6-7  - Advances  in  Psy- 

vention and  Manage- 

Marsha Breen,  (317)  783-2776. 

chiatry,  The  Towsley 

ment. 

Center,  Ann  Arbor, 

Feb.  15-16-  Infectious  Diseases. 

Indiana  University 

Mich. 

The  courses  will  be  held  at  the 

The  Indiana  University  School  of 

Jan.  27-29-  Fiberoptics  Work- 

Hyatt on  Capitol  Square,  75  E. 

Medicine  will  sponsor  these 

shops  for  the  Diffi- 

State St.,  in  Columbus,  Ohio.  For 

courses: 

cult  Airway, 

more  information,  call  1-800-492- 

Nov.  18-22-  Second  Annual 

Disney's  Yacht  and 

4445. 

Comprehensive 

Beach  Club  Resorts, 

Transthoracic  & 

Lake  Buena  Vista, 

Medical  College  of  Ohio 

Transabdominal  Fine 

Fla. 

The  Medical  College  of  Ohio  in 

Needle  Aspiration 

Feb.  2-7  - Midwinter  Family 

Toledo  will  sponsor  the  following 

Biopsy  Cytology, 

Practice  Update, 

course: 

University  Place 

Boyne  Highlands 

Dec.  12  - Update  in  Cardio- 

Conference Center 

Inn,  Harbor  Springs, 

vascular  Disease 

and  Hotel,  India- 

Mich. 

1991,  Eleanor  N. 

napolis. 

Mar.  8-11  - Fiberoptics  Work- 

Dana Center  for 

Dec.  6-7  - Facial  Plastic  Surgery 

shops  for  the  Diffi- 

Continuing Health 

Seminar,  Canterbury 

cult  Airway,  Red 

Education  at  the 

Hotel,  Indianapolis. 

Lion’s  La  Posada 

Medical  College  of 

Dec.  20  - Anxiety  and  Depres- 

Resort, Scottsdale, 

Ohio  in  Toledo. 

sion  in  the  Elderly: 

Ariz. 

For  more  information  about 

Psychotherapy  and 

For  more  information  on  these 

this  course,  call  Susan  Hahn,  (419) 

Psychopharmacol- 

courses, call  Angela  Voeller  at 

381-4237.  J 

ogy,  University  Place 
Conference  Center 

(313)  763-1400. 
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RESENTING  THE  RILEY 

Cancer  Specialists 


urn  to  vv  riiivvrn u ivucy 

Hospital  for  Children 
is  pleased  to  present  a few 
of  its  hematology  I oncology 
clinicians  and  researchers 
who  are  developing  a 
state-wide  center  for  the 
diagnosis  and  treatment 
of  children  with  cancer, 
leukemia,  and  other 
diseases  of  the  blood. 


to  right:  front,  A lexa  Cheerva,  M.D.;  D avid  Williams,  M.D.; 
and  Philip  P B reitfeld,  M.D.  Bach.  Robert  W eetman,  M.D  : 
Regina  fakachi,  M.D.;  Amy  Shapiro,  M.D.;  and  Terry  Vih,  M.D. 


The  Pediatric  Hematology/Oncology  Section  at 
Riley  Hospital  has  added  several  new  scientists/ 
clinicians  to  its  staff  to  offer  more  young  patients 
state-of-the-art  care  and  treatment.  The  section 
currently  includes  12  full-time  faculty  under 
the  direction  of  Dr.  Philip  P.  Breitfeld. 


In  addition,  five  full-time  Pediatric  Nurse 
Practitioners,  with  specialized  training  in  the 
care  of  children  with  leukemia  and  cancer,  are 
members  of  the  Hematology/Oncology  Section. 


All  are  part  of  the  multi-disciplinary  team  that 
also  includes  Pediatric  Surgeons,  Pediatric 
Radiologists  and  Radiation  Oncologists,  as  well 
as  Pediatric  Oncology  Nurses. 


Many  of  the  faculty  are  jointly  appointed  to  the 
Herman  B Wells  Center  for  Pediatric  Research 
and  are  actively  involved  in  basic  science  and 
clinical  research  aimed  at  a better  understanding 
and  treatment  of  childhood  cancer. 


For  more  information,  call  (317)  274-8960. 


JAMES  WHITCOMB  RILEY  HOSPITAL  FOR  CHILDREN 

Indiana  University  Medical  Center 
Indianapolis,  Indiana 
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scientific  contributions 


Wide  QRS  tachycardia 


Tony  K.  Nasser,  M.D. 
Charles  Fisch,  M.D. 
Indianapolis 


I, 


.ntroduced  in  1903  by 
Einthoven,  the  electrocardiogram 
(ECG)  is  the  most  commonly  used 
noninvasive  laboratory  procedure 
for  the  diagnosis  of  heart  disease. 
As  a record  of  electrical  activity  of 
the  heart,  it  is  a unique  non- 
invasive technology  that  provides 
information  not  obtainable  by 
other  methods. 

The  ECG  is  the  procedure  of 
first  choice  in  patients  with  chest 
pain,  dizziness  or  syncope,  symp- 
toms that  may  predict  one  or  both 
of  the  two  leading  and  potentially 
catastrophic  cardiovascular  disor- 
ders, sudden  death  or  myocardial 
infarction. 

Of  the  arrhythmias,  a com- 
mon and  potentially  lethal  one  is 
a tachycardia  with  a wide  QRS, 


Abstract 

Wide  QRS  tachycardia  is  a diagnostic  challenge  when  confronted 
on  a 12-lead  electrocardiogram.  The  differential  diagnosis  includes: 
ventricular  tachycardia;  supraventricular  tachycardia  with  aberration; 
and  Wolff-Parkinson-White  syndrome.  Confronted  with  a wide  QRS 
tachycardia,  one  must  determine  whether  the  origin  is  ventricular  or 
supraventricular  because  the  therapy  will  differ.  The  electrocardio- 
graphic findings  of  capture  beats,  tusion  beats  and  atrioventricular 
dissociation  are  highly  specific  for  ventricular  tachycardia  but  not  very 
sensitive.  After  careful  assessment  of  the  12-lead  electrocardiogram 
following  selected  diagnostic  features,  the  correct  diagnosis  of  the 
cause  of  wide  QRS  tachycardia  can  be  made  in  about  90  percent  of 
patients.  This  article  contains  a brief  discussion  of  the  diagnostic  fea- 
tures of  wide  QRS  tachycardia. 


referred  to  as  wide-complex  or 
wide  QRS  tachycardia.  The  wide 
QRS  tachycardia  may  represent  a 
supraventricular  (SVT),  atrial  or 
AV  junctional  tachycardia  with  a 
pre-existing  bundle  branch  block 
(BBB)  with  aberration  due  to  a 
rapid  rate  or  with  W-P-W  pattern, 
or  a ventricular  tachycardia  (VT). 


vi  ; ; e 
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Figure  1:  This  illustrates  VT  with  A 
(E),  fusion  (F)  and  capture  (C)  compl 
Diagnosis  of  ventricular  tachycardia 
1957.) 


V dissociation,  ventricular  ectopic 
exes.  (From  Fisch  C,  Pinsky  ST: 

J Indiana  St  Med  Assoc,  2:184, 


With  wide  QRS  tachycardia,  the 
physician  must  determine 
whether  the  origin  is 
supraventricular  or  ventricular, 
because  the  therapy  will  differ. 

Recognizing  the  physical  find- 
ing of  AV  dissociation  at  bedside 
will  assure  a 95  percent  or  greater 
chance  that  the  wide  QRS  tachy- 
cardia is  ventricular  in  origin. 
However,  in  approximately  one- 
half  of  patients,  VT  is  associated 
with  1:1  retrograde  conduction 
and,  thus,  absence  of  the  physical 
findings  of  AV  dissociation. 
Therefore,  the  differential  diagno- 
sis depends  on  a careful  analysis 
of  the  ECG. 

The  difficulty  of  differential 
diagnosis  of  wide  QRS 
tachycardia  was  recognized  dur- 
ing the  early  days  of  electrocar- 
diography. In  1920,  Sir  Thomas 
Lewis  wrote,1  "The  paroxysm 
would  seem  at  first  blush  to  be  of 
ventricular  origin  ...  Yet  this  origin 
is  not  certain,  for  an  alternative 
interpretation  is  equally  plausible, 
namely,  that  the  paroxysm  is  in 
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Figure  2:  Wide  QRS  tachycardia  with  right  bundle 
branch  pattern.  The  monophasic  QRS  in  lead  V, 
coupled  with  the  rS  pattern  in  lead  V6  is  highly 
specific  for  VT. 


Figure  4:  Wide  QRS  tachycardia  with  a LBBB  pat- 
tern. The  duration  of  R in  V,  of  80  msec  and  the 
interval  from  the  onset  of  the  R to  the  nadir  of  the 
S wave  of  130  msec  indicate  a VT. 


Figure  5:  The  criteria  of  VT  in  presence  of  LBBB 
wide  QRS  tachycardia  in  lead  Vt  include  an  R wave 
of  30  msec  or  longer  (1)  notch  on  the  downstroke  of 
the  S wave  (2)  and  then  from  onset  of  the  R wave  to 
nadir  of  the  S wave  (3)  of  70  msec  or  longer.  (Modi- 
fied from  Kindwall  K,  et  al.13) 
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Figure  3:  This  figure  illustrates  the  relative  fre- 
quency expressed  in  percent  of  the  different  QRS 
patterns  present  in  ventricular  tachycardia  or 
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reality  auricular  ...  aberration  is 
known  to  be  a frequent  phenom- 
enon in  patients  who  are  the  sub- 
ject of  paroxysmal  tachycardia.  It 
is  impossible  to  decide  the  exact 
origin  of  a paroxysm  of  the  kind 
illustrated  in  the  present  figure 
unless  its  first  or  last  beat  is  re- 
corded." 

Because  of  the  clinical  signifi- 
cance of  wide  QRS  tachycardia, 
there  has  been  a continued  effort 
to  identify  criteria  diagnostic  of 
VT.  The  early  and  classical  mark- 
ers of  VT,  including  captures, 
fusions  and  AV  dissociation  (inde- 
pendent supraventricular  rhythm), 
although  highly  specific  with  a 
specificity  of  over  90  percent  to  95 
percent  for  VT,  have  an  extremely 
low  sensitivity,  probably  no 
greater  than  5 percent  for  captures 
and  fusions  and  25  percent  for  AV 
dissociation.27 

With  the  advent  of  intracar- 


diac recording  and  the  ability  to 
differentiate  between  the  two 
mechanisms  of  wide  QRS,  atten- 
tion has  been  focused  on  the  QRS 
pattern,  with  the  assumption  that 
the  QRS  pattern  will  aid  in  differ- 
entiation of  the  mechanisms.  It 
has  been  suggested,  based  on 
retrospective  and  prospective 
studies  correlating  the  12-lead 
ECG  with  His  bundle  studies,  that 
with  a careful  assessment  of  the 
ECG  a correct  diagnosis  of  the 
cause  of  wide  QRS  tachycardia 
can  be  made  in  approximately  90 
percent  of  patients.8'13 

A brief  discussion  of  the  diag- 
nostic features  of  VT,  SVT  with 
aberration  including  W-P-W,  fol- 
lows: 

Ventricular  tachycardia 

The  most  reliable  criteria  of  VT 
are  captures,  fusions  and  AV  dis- 
sociation (Figure  1).  While  their 


specificity  is  high,  the  sensitivity 
is  low  and,  thus,  rarely  helpful. 

Other  features  favoring  VT 
include  marked  left  axis  deviation 
and  a QRS  duration  in  excess  of 
0.14  seconds.  The  exceptions  to 
the  latter  may  be  SVT  with  pre- 
existing BBB,  electrolyte  abnor- 
malities, the  effect  of  antiarrhyth- 
mic  drugs  and  W-P-W  with  anti- 
dromic tachycardia. 

When  focusing  on  the  BBB 
pattern  during  wide  QRS 
tachycardia,  a physician  should 
first  decide  whether  the  pattern  is 
right  bundle  branch  block  (RBBB) 
or  left  bundle  branch  block 
(LBBB). 

With  RBBB  pattern  of  wide 
QRS  tachycardia,  a monophasic 
(R)  or  biphasic  QRS  complex  (qR, 
QR,  RS)  in  lead  V,  and  QRS  com- 
plexes with  qR,  QS,  rS  pattern  in 
lead  Ve  are  highly  specific  for  VT 
(Figures  2 and  3). 


Figure  6:  Wide  QRS  tachycardia  with  RBBB  con- 
figuration. The  positive  concordance,  i.e.,  R waves 
in  leads  V,  and  V6,  is  diagnostic  of  VT  with  the 
occasional  W-P-W  with  antidromic  tachycardia  (See 
Figure  8). 


Figure  7:  Wide  QRS  tachycardia  with  LBBB  con- 
figuration. The  negative  concordance,  i.e.,  S wave 
in  leads  V,  and  Vb,  is  diagnostic  of  VT. 
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U 12  13  AVR  AVI  AVf  VI  V2  V3  VA  V5  V6 


Figure  8:  Wide  QRS  tachycardia  with  a positive 
concordance  due  to  conduction  through  an  acces- 
sory pathway.  Although  positive  concordance  is 
consistent  with  VT,  it  may  be  recorded  with  W-P- 
W.  The  bottom  trace,  the  control  ECG,  demon- 
strates the  characteristic  findings  of  W-P-W,  namely 
a short  PR  interval  and  a delta  wave.  (From  Fisch 
C:  Electrocardiography  of  Arrhythmias.  Philadel- 
phia, Pa:  Lea  & Febiger;  1990:99.) 
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Figure  9:  Wide  QRS  tachycardia  due  to 
supraventricular  tachycardia,  with  pre-existing 
RBBB.  The  qR  pattern  in  lead  V,  and  rS  in  lead  V6 
are  highly  suggestive  of  VT.  A definitive  diagnosis 
would  be  impossible  were  it  not  for  the  evidence 
of  pre-existing  RBBB  as  evidenced  by  the  first  two 
cycles,  sinus  in  origin. 


With  LBBB  pattern  of  wide 
QRS  tachycardia,  any  q wave,  be 
it  qR,  QS  or  QRS  pattern  in  V6,  is 
highly  specific  for  VT.  In  lead  V„ 
an  initial  R wave  of  30  msec  or 
greater  in  duration,  presence  of  a 
slur  on  the  downstroke  of  the  S 
wave  and  an  interval  from  the 
onset  of  the  R wave  to  the  nadir 
of  the  S wave  of  70  msec  or  longer 
are  highly  specific  for  VT  (Figures 
4 and  5). 

While  a positive  or  negative 
precordial  concordance  is  highly 
specific  for  VT  (Figures  6 and  7), 
positive  concordance  may  be  seen 
in  W-P-W  with  antidromic 
tachycardia  (Figure  8). 

Supraventricular  tachycardia 
with  aberration 

SVT  with  pre-existing  BBB,  rate- 
dependent  aberration  or  W-P-W 
may  simulate  VT.  In  fact  in  these 
situations,  an  interpretation  of 


wide  QRS  tachycardia  may  not  be 
possible  (Figure  9).  While  a 
triphasic  QRS  pattern  (rsR)  in  V, 
and  qRS  in  Vh  is  highly  indicative 
of  aberration,  it  does  not  always 
exclude  VT  (Figure  10). 

With  ventricular  activation 
along  an  accessory  pathway,  wide 
QRS  tachycardia  in  W-P-W  may 
be  difficult  or  impossible  to  differ- 
entiate from  VT  because  the  se- 
quence of  ventricular  activation  is 
abnormal  in  both.  The  pattern  of 
positive  concordance,  while 
highly  specific  for  VT,  also  can  be 
recorded  in  W-P-W  with  a left 
posterior  accessory  pathway. 

In  the  presence  of  depressed 
intraventricular  conduction, 
caused  by  hyperkalemia, 
antiarrhythmic  medications  and 
intramyocardial  delay  due  to 
ischemic  or  structural  changes, 
SVT  may  not  be  distinguishable 
from  VT. 


Summary 

• A differential  diagnosis  be- 
tween VT  and  SVT  with  aberra- 
tion based  on  the  12-lead  electro- 
cardiogram as  the  cause  of  wide 
QRS  tachycardia  is  possible  in 
about  90%  of  the  patients. 

• Criteria  with  a high  speci- 
ficity but  a very  low  sensitivity 
include  captures,  fusions  and  A-V 
dissociation. 

• Marked  left  axis  deviation 
and  a QRS  duration  greater  than 
0.14  seconds  favor  VT. 

• In  wide  QRS  tachycardia 
with  a RBBB  pattern,  a mono- 
phasic  (R)  or  biphasic  (qR,  QR, 
RS)  QRS  complex  in  lead  V,  is 
highly  specific  for  VT.  In  lead  V6, 
rS,  QS  or  qR  patterns  similarly 
favor  VT. 

• In  wide  QRS  tachycardia 
with  LBBB  pattern,  a qR  or  QS 
pattern  in  lead  Vb  is  highly  spe- 
cific for  VT.  In  lead  V,,  an  initial 
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R greater  than  30  msec  in  dura- 
tion, slur  on  downstroke  of  the  S 
wave  and  duration  from  onset  of 
QRS  to  nadir  of  the  S wave 
greater  than  70  msec  similarly 
favor  VT. 

• QRS  complex  of  140  msec 
or  less  in  association  with  a 
triphasic  QRS  pattern  in  lead  V, 
favors  aberration,  o 
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Abstract 


Oral  anticoagulants  are  widely  used  in  clinical  practice.  Hemor- 
rhagic complications  are  the  most  frequent  adverse  reactions,  but  a 
rarer  complication,  coumadin  skin  necrosis,  also  can  be  seen.  The 
recently  described  association  with  low  levels  of  protein  C and/or  free 
protein  S is  of  importance  in  the  pathophysiology  of  coumadin  skin 
necrosis.  This  article  describes  the  case  of  a patient  with  a functional 
protein  S deficiency  who  developed  coumadin  skin  necrosis.  The 
condition  is  described,  and  a discussion  of  theories  regarding  its 
pathophysiology  is  presented.  Current  treatment  recommendations 
are  listed. 


Oral  anticoagulants  are 
widely  used  in  medical  practice. 
Current  indications  include  treat- 
ment of  thromboembolic  phenom- 
ena, prophylaxis  of  venous 
thrombosis  after  hip  surgery  and 
prevention  of  arterial  emboli  in 
patients  with  diseased  or  pros- 
thetic cardiac  valves.  Hemor- 
rhagic complications  are  the  most 
common  adverse  reactions  to  oral 
anticoagulation.  Coumadin  skin 
necrosis  is  a rare  complication 
that  also  can  occur. 

Coumadin  skin  necrosis  was 
first  described  in  1943  by  Flood  et 
al,1  who  reported  a case  of  gan- 
grene of  the  breast  in  a patient  on 
coumarin.  They  attributed  this  to 
"thrombophlebitis  migrans 
disseminata,"  believing  it  was  part 
of  an  underlying  coagulopathy. 
The  condition  was  first  described 
in  English  literature  in  1961  by 
Kipen.2  Further  case  reports  en- 
sued, including  an  article  by 
Nalbandian  et  aPin  1965. 

The  pathophysiology  of  the 
condition  is  not  clarified,  although 
persuasive  evidence  has  recently 
been  presented  linking  coumadin- 


induced  thrombosis  of  the  dermal 
microcirculation  with  low  levels 
of  protein  C or  free  protein  S, 
known  vitamin  K-dependent 
plasma  inhibitors  of  coagulation. 

The  case  of  a patient  with  a 
functional  protein  S deficiency  is 
presented  to  confirm  the  impor- 
tance of  this  vitamin  K-dependent 
factor  in  the  development  of 
coumadin  skin  necrosis. 

Case  report 

A 34-year-old  white  woman  was 
admitted  to  our  hospital  with  a 
right  suprapatellar  abscess. 

One  month  before  admission, 
she  underwent  a total  abdominal 
hysterectomy  and  bilateral 
salpingo-oophorectomy  for  endo- 


metrial adenocarcinoma.  Postop- 
eratively,  she  developed  a right 
femoral  artery  embolus  and  a left 
superficial  femoral  artery 
embolus.  She  was  treated  with 
surgical  embolectomy  and  heparin 
therapy,  followed  by  conversion 
to  coumadin  for  long-term 
anticoagulation. 

One  month  later,  she  devel- 
oped a right  suprapatellar  abscess. 
Her  coumadin  was  discontinued, 
and  heparin  was  started.  Two 
weeks  later,  coumadin  treatment 
again  was  added  to  the  heparin 
regimen.  The  patient  received  TO 
mg  orally  for  three  successive 
days.  On  the  evening  of  the 
fourth  day  after  restarting 
coumadin,  she  developed  large 
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erythematous  areas  over  the  right 
and  left  breasts,  which  were  ten- 
der to  palpation  and  indurated. 
During  the  next  24  hours,  she 
developed  a necrotic  center  of  1 
cm  diameter  in  the  right  breast. 

Dermatology  and  hematology 
specialists  were  consulted,  and 
they  agreed  the  changes  were 
consistent  with  coumadin  skin 
necrosis.  A skin  biopsy  of  the 
involved  area  was  obtained  and 
revealed  hemorrhage  and  necrosis 
throughout  the  dermis,  accompa- 
nied by  fibrin  thrombi  in  some  of 
the  venules,  consistent  with 
coumadin  necrosis.  Coumadin 
therapy  was  discontinued,  and  the 
patient  was  anticoagulated  with 
subcutaneous  injections  of  hepa- 
rin. She  underwent  bilateral 
mastectomies  and  skin  grafting 
because  of  the  extensive  skin  in- 
volvement. 

Laboratory  evaluation  was 
performed  during  both  hospital 
courses,  and  the  results  are  shown 
in  the  Table.  The  most  pertinent 
result  was  the  lack  of  decline  in 
the  protein  C level,  while  the  free 
protein  S level  was  markedly  de- 
creased when  the  patient  pre- 
sented with  the  suprapatellar  ab- 
scess. Even  after  coumadin  was 
discontinued  with  the  onset  of 
skin  necrosis,  free  protein  S levels 
failed  to  reach  normal  levels. 

Discussion 

Necrosis  of  the  skin  remains  a 
rare  complication  of  coumadin.  It 
typically  occurs  as  a sudden  onset 
of  pain  in  the  area  involved.  Fol- 
lowing this,  petechial  hemorrhage 
develops,  which  coalesces  to  form 
purple  ecchymotic  lesions  with 
surrounding  erythema.  Hemor- 
rhagic blisters  appear,  indicating 
the  beginning  of  irreversible  skin 
necrosis.  Black  eschar  finally 
forms  and  sloughs.  The  actual 
depth  of  involvement  and  residual 


defect  are  highly  variable,  some 
resolving  spontaneously,  others 
requiring  skin  grafting  and/or 
amputation. 

Teepe  et  al5  and  Cole  et  alb 
described  the  typical  clinical  fea- 
tures. It  affects  .01%  to  .1%  of 
patients  receiving  coumadin.  The 
patients  are  usually  obese  women. 
The  lesions  most  frequently  ap- 
pear on  the  breast,  buttock  or 
thigh.  The  condition  is  usually 
unilateral  but  also  may  appear 
bilaterally,  with  multiple  lesions 
evident  in  30%  of  cases.  The  le- 
sions appear  from  day  three  to  six 
of  initiating  coumadin  in  74%  of 
cases,  and  most  have  therapeutic 
or  subtherapeutic  prothrombin 
times.  The  occurrence  of  skin 
necrosis  does  not  depend  on  pre- 


vious exposure. 

The  pathophysiology  involved 
in  the  development  of  coumadin 
necrosis  has  been  unclear  for 
many  years.  Initially,  it  was 
thought  that  coumadin  exerted  a 
direct  toxic  effect  on  vascular  en- 
dothelium,3 but  the  lesions  seen 
with  coumadin  necrosis  were  not 
related  to  drug  dose  or  duration 
of  therapy.7  This  theory,  then, 
seemed  an  unlikely  explanation. 

In  the  early  1980s,  the  focus 
shifted  to  the  role  of  protein  C 
and  protein  S,  two  vitamin  In- 
dependent plasma  proteins  that 
function  as  inhibitors  of  coagula- 
tion. It  was  known  by  then  that 
the  rate  of  decline  in  the  vitamin 
K-dependent  coagulation  factors 
II,  VII,  IX  and  X following 


Test 

Date 

Result 

Normal 

Comment 

range 

Prothrombin 

7/31/89 

12.5 

11-14 

no  medications 

Time 

11/30/89 

25.0 

on  coumadin 

Partial 

7/31/89 

24.0 

24-30 

no  medications 

Thromboplastin  time 

Anticardiolipin  IgM 

12/8/89 

<1:8 

<1:8 

on  coumadin 

1/4/90 

<1:8 

off  coumadin 

Anticardiolipin  IgG 

12/8/89 

<1:8 

<1:8 

on  coumadin 

1/4/90 

<1:8 

off  coumadin 

Antithrombin  III 

9/19/89 

92% 

73.0- 

on  coumadin 

activity 

117% 

Protein  C antigen 

9/19/89 

104% 

62.5- 

on  coumadin 

(%  of  normal) 

11/30/89 

82% 

117% 

on  coumadin 

1/01/90 

115% 

on  coumadin 

Total  protein  S 

9/19/89 

129% 

79.0- 

on  coumadin 

(%  of  normal) 

11/30/89 

82% 

151.3% 

on  coumadin 

1/16/90 

178% 

off  coumadin 

Free  protein  S 

9/19/89 

31% 

49.1- 

on  coumadin 

(%  of  normal) 

11/30/89 

0% 

137.9% 

on  coumadin 

1/16/90 

43% 

off  coumadin 
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coumadin  was  related  to  their 
half-lives.8  Factor  VII  and  protein 
C have  very  short  half-lives  in 
comparison  to  other  clotting  fac- 
tors. Therefore,  loading  doses  of 
coumadin  lower  the  levels  of  pro- 
tein C and  factor  VII  before  other 
clotting  factors,  leaving  the  intrin- 
sic clotting  cascade  intact. 

The  absence  of  protein  C to 
inhibit  coagulation  leads  to  a tran- 
sient hypercoagulable  state.  In 
1984,  McGehee  et  al9  described  the 
development  of  coumadin  necro- 
sis in  a patient  with  a hereditary 
deficiency  in  protein  C,  thus  con- 
firming the  association.  Many 
authors  subsequently  have  sup- 
ported the  relationship  between 
low  levels  of  protein  C and 
coumadin  skin  necrosis.5,10'12 

However,  several  case  re- 
ports,13"15 including  this  case,  have 
shown  the  occurrence  of 
coumadin  skin  necrosis  in  patients 
with  normal  levels  of  protein  C. 
This  led  to  the  theory  that  protein 
S levels  also  may  be  implicated  in 
the  development  of  coumadin 
skin  necrosis. 

Protein  S is  a nonenzymatic 
cofactor  for  protein  Clhand  exists 
in  plasma  as  a free  and  bound 
protein.17  Protein  S is  unable  to 
act  as  a cofactor  for  protein  C 
when  it  is  in  the  bound  state. 

Since  the  half-life  of  protein  S is 
three  to  four  days,  loading  doses 
of  coumadin  do  not  quickly  lower 
protein  S levels.  However,  several 
disorders  have  been  associated 
with  an  acquired  functional  pro- 
tein S deficiency. 

In  1985,  Comp  et  al18  showed 
that  during  pregnancy,  in  the 
nephrotic  syndrome  and  in  sys- 
temic lupus  erythematosus,  a 
functional  protein  S deficiency 
occurs  as  a result  of  increased 
binding  of  protein  S to  C4b-bind- 
ing  globulin,  an  inhibitor  of  the 
classic  complement  system.  Sub- 


sequently, free  protein  S levels 
also  have  been  found  to  be  re- 
duced in  women  who  take  birth 
control  pills,19  in  liver  disease  and 
in  disseminated  intravascular 
coagulopathy.20  Recently,  patients 
with  the  antiphospholipid  syn- 
drome,13 diabetes  mellitus21  and 
sickle  cell  anemia22  also  have  been 
shown  to  have  abnormally  low 
levels  of  free  protein  S.  Protein  C 
activity  depends  on  free  protein  S 
acting  as  a cofactor.  Therefore, 
low  free  protein  S may  cause  a 
hypercoagulable  state  through  the 
decreased  ability  to  control  coagu- 
lation. 

The  role  of  protein  S in  the 
pathophysiology  of  coumadin 
skin  necrosis  is  now  clearer.  Dur- 
ing the  initiation  of  coumadin, 
when  protein  C levels  decrease 
rapidly  due  to  its  short  half-life, 
the  absence  of  free  protein  S to  act 
as  a cofactor  for  protein  C can 
result  in  a hypercoagulable  state 
and  predispose  patients  to  the 
development  of  skin  necrosis. 

Comments 

Our  patient  experienced  an  un- 
usual degree  of  thrombotic  events. 
Her  laboratory  evaluation  was 
remarkable  only  for  low  levels  of 
free  protein  S.  Several  factors 
may  cause  increased  binding  of 
protein  S,  resulting  in  a functional 
protein  S deficiency.  Our  patient 
was  on  estrogen  replacement 
therapy  after  her  bilateral 
oophorectomy.  Although  estro- 
gen itself  has  not  been  shown  to 
directly  cause  increased  protein  S 
binding,  the  finding  of  increased 
binding  in  pregnancy  and  with 
oral  contraceptives  implicates 
estrogen. 

C4b-binding  globulin  exhibits 
characteristics  of  an  acute  phase 
reactant.20  Thus,  the  state  of  in- 
flammation caused  by  the 
patient's  abscess  also  may  have 


caused  increased  binding  of  pro- 
tein S.  Our  patient  also  may  have 
an  inherited  abnormality  in  pro- 
tein S,  which  as  discussed  by 
Comp  et  al,17  is  caused  by  in- 
creased binding  of  protein  S. 


Management 

With  these  prevailing  concepts  on 
the  pathophysiology  of  coumadin 
necrosis,  the  following  tentative 
recommendations  can  be  made: 

First,  coagulation  studies, 
including  protein  C and  protein  S 
(total  and  free)  levels,  should  be 
performed  in  patients  with  a clini- 
cal presentation  consistent  with  a 
hypercoagulable  state.  These 
should  be  measured  since  some 
people  suffer  from  a hypercoagu- 
lable state  because  of  isolated 
deficiencies  in  one  of  the  proteins 
involved  in  the  inhibition  of  co- 
agulation. Physicians  should 
identify  these  people  because  they 
also  are  at  risk  for  developing 
coumadin  skin  necrosis. 

Second,  heparin  therapy 
should  be  started  before  treatment 
with  coumadin.  Heparin  de- 
creases the  activity  of  the  coagula- 
tion pathway  by  other  mecha- 
nisms and  may  prevent  the  devel- 
opment of  a hypercoagulable 
state. 

Third,  patients  with  any  con- 
dition associated  with  decreased 
free  protein  S levels  have  an  in- 
creased risk  for  developing 
coumadin  skin  necrosis. 

Coumadin  should  not  be  used  in 
these  patients  before  they  are  fully 
anticoagulated  on  heparin  and 
have  a prolonged  partial  thrombo- 
plastin time. 

Finally,  if  signs  of  coumadin 
skin  necrosis  appear,  coumadin 
should  be  discontinued  immedi- 
ately, and  heparin  should  be  con- 
tinued or  reinstituted.  Patients 
also  should  receive  fresh  frozen 
plasma  to  replete  the  levels  of 
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protein  C and  protein  S.23  □ 

For  a complete  list  of  references, 
write  Indiana  medicine,  322  Canal 
Walk,  Indianapolis,  IN  46202-3252. 
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Thoracolumbar  spinal 
fractures  - Concepts 
of  treatment 
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.^liter  approximately  40 
years  of  experience  worldwide  in 
the  treatment  of  thoracolumbar 
spinal  fractures  with  surgical  in- 
tervention and  instrumentation. 


f \ 

Abstract 

The  treatment  of  thoracolumbar  spinal  fractures  has  evolved  signifi- 
cantly in  the  last  50  years.  Clear  classification  systems  now  allow  physi- 
cians to  predict  which  fracture  patterns  will  require  surgery  and  which 
may  be  adequately  treated  non-operatively.  These  indications,  as  well 
as  a brief  overview  of  thoracolumbar  spinal  fracture  care,  are  pre- 
sented. 

V J 


Figures  1 A and  IB:  Anteroposterior  and  lateral  radiographs  of 
Harrington  rods  with  supplemental  sublaminar  wires  extending  from 
T10  to  L3  for  an  L,  fracture. 


several  clear  guidelines  in  this 
area  have  been  identified. 

Some  fractures  are  inherently 
stable  and  require  only  brace  sup- 
port to  afford  a rapidly  renewed 
activity  level.  Surgical  stabiliza- 
tion of  serious  fractures  with  the 
resultant  ability  to  allow  the  pa- 
tient to  be  mobilized  quickly  after 
an  injury  is  now  agreed  to  be  the 
optimal  treatment  goal.  When  the 
patient  is  not  kept  at  extended 
bed  rest,  pulmonary  atelectasis, 
deep  venous  thrombosis,  neuro- 
logical complications,  osteoporosis 
and  skin  breakdown  are  mini- 
mized. Likewise,  when  the  frac- 
ture is  stabilized,  the  potential 
risks  of  suffering  further  neuro- 
logical damage  due  to  reposition- 
ing and  of  requiring  nursing  care 
are  alleviated.  Rapid  surgical 
intervention  with  shorter  hospital 
stays  also  improves  a patient's 
outlook  and  outcome  and  reduces 
the  costs  of  hospitalization. 

It  was  not  until  1953  that  a 
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Figures  2A  and  2B:  Anteroposterior  and  lateral  radiographs  of  the  A.O. 
Fixateur  Interne  spanning  from  L to 


L?  for  an  L,  burst  fracture. 


fracture  classification  method  and 
instrumentation  technique  were 
closely  evaluated.1  Holdsworth 
and  Hardy  categorized  fractures 
based  on  an  anterior  and  posterior 
column  of  stability  and  recom- 
mended open  reduction  and  inter- 
nal fixation  with  spinous  process 
plates  followed  by  three  months 
of  bed  rest.  However,  long-term 
follow-up  showed  less  than  ideal 
results  and  late  occurring  defor- 
mity. In  1958,  Harrington  first 
applied  dual  distraction  rods  for 
thoracolumbar  fracture  reduction.2 
His  method  allowed  for  a more 
anatomic  alignment  of  fractures, 
as  it  was  a more  dynamic  system 
(Figure  V. 

The  reduction  principle  of  the 
Harrington  rods  was  that  of 
"three-point-contact,"  distraction 
at  each  end  with  anterior  pressure 
at  the  site  of  deformity.  Having 
only  two  points  for  attaching  the 
rods  to  the  spine,  a body  cast  with 


bed  rest  for  several  months  was 
required.  It  was  soon  observed 
that  if  the  distraction  rods  ex- 
tended from  approximately  three 


vertebral  levels  above  the  fracture 
level  to  three  vertebral  levels  be- 
low, a greater  biomechanical  ad- 
vantage was  obtained  for  realign- 
ment. It  was  eventually  realized, 
however,  that  "successfully" 
treated  patients,  having  flat  stiff 
lumbar  spines,  were  often  in 
worse  condition  than  if  they  had 
been  treated  by  the  non-operative 
methods  used  previously.  These 
patients  often  experienced  lower 
back  pain  and  fatiguing  forward 
flexed  postures. 

To  overcome  the  disadvan- 
tages of  immobilization  and  long 
straight  rodding  methods,  Luque 
and  associates  began  using  con- 
toured rods  wired  to  the  spine  at 
each  individual  vertebral  level, 
thus  providing  "segmental"  fixa- 
tion and  more  physiologic  align- 
ment.3 The  new  technique  al- 
lowed for  greater  mechanical  sta- 
bilization with  a broader  distribu- 
tion of  the  stressful  forces.  De- 
spite improved  initial  results,  a 
high  iatrogenic  neurologic  injury 
rate  was  soon  apparent.  The 
sublaminar  wiring  technique  bore 
a great  potential  for  damaging  the 


Figures  3 A and  3B:  Anteroposterior  and  lateral  radiographs  showing 
anterior  instrumentation  stabilizing  T12  to  L2  for  an  Ll  burst  fracture. 
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spinal  cord,  as  all  wires  passed 
through  the  spinal  canal.  The 
benefit  of  "segmental"  stabiliza- 
tion was  clearly  recognized,  how- 
ever, for  its  improved  arthrodesis 
rates  and  added  strength  of  con- 
struction. 

The  French  then  provided  the 
next  wave  of  insight.  In  1963, 
Roy-Camille  began  applying 
plates  to  the  posterior  spine  com- 
bined with  the  insertion  of  screws 
down  the  vertebral  pedicles  at 
each  level.4  In  the  1980s,  Cotrel 
and  Dubousset  introduced  a new 
kind  of  rod  to  attach  pedicle 
screws  and  multiple  hooks  in 
varying  orientations.5  Many  sub- 
sequent posterior  rodding  and 
plating  methods  have  folio  wed. b-7-8 
The  posterior  instrumentation 
system  that  currently  allows  for 


the  shortest  segment  of  immobili- 
zation (one  level  above  and  below 
the  fracture)  uses  pedicular  fixa- 
tion and  approximates  normal 
spinal  contours  is  the  Swiss  A.O. 
Fixateur  Interne  (Figure  2).9  Most 
segmental  fixation  systems  allow 
for  spinal  canal  decompression  by 
reduction  of  the  posterior  longitu- 
dinal spinal  ligament  and  may  be 
supplemented  by  posterior 
transpedicular  decompression 
techniques  to  relieve  bone  frag- 
ment pressure  on  the  neural  ele- 
ments.10 

Controversy  exists  as  to 
whether  posterior  methods  are 
sufficient  or  if,  in  certain  in- 
stances, spinal  fractures  should 
also  be  decompressed  and  recon- 
structed anteriorly  through 
transthoraco-abdominal  expo- 


sures. Bradford  and  McBride  and 
McAfee,  Bohlman  and  Yuan  be- 
lieved incomplete  decompressions 
often  occur  with  solitary  posterior 
approaches  and  that  in  certain 
instances  a combined  procedure 
was  warranted.1112  Certain  severe 
fractures  may  even  be  addressed 
only  anteriorly  with  a decompres- 
sion (using  transthoraco-abdomi- 
nal approach,  anterior  to  the  spi- 
nal cord),  reconstruction  and  in- 
strumentation (Figure  3). 13,14  In 
numerous  cases,  however,  ante- 
rior instrumentation  alone  failed 
to  maintain  stability  and  defor- 
mity reduction  during  fracture 
healing. 

Relative  to  fracture  biome- 
chanics, Denis  identified  a third 
(middle)  column  of  spinal  stability 
and  a resultant  classification  sys- 
tem after  an  extensive  review  of 
412  thoracolumbar  spinal  frac- 
tures.15 By  looking  at  the  appro- 
priate plane  radiographs  and  com- 
puted tomography  scans,  one 
could  localize  the  columns  of  sta- 
bility and  instability  and  therefore 
decide  how  to  appropriately  treat 
each  individual  fracture.9  A fur- 
ther simplification  of  that  system 
by  McAfee  described  fractures  as: 
1)  wedge  compression;  2)  stable  or 
unstable  burst;  3)  chance;  4)  flex- 
ion-distraction; or  5)  translational 
injuries  (Figure  4). 16 

There  are  now  indications  for 
relative  and  emergent  surgical 
intervention  for  thoracolumbar 
spinal  fracture  care.17  Emergency 
surgery  should  proceed  if  pro- 
gressive neurologic  deterioration 
is  occurring  or  if  an  acute  spinal 
dislocation  is  present  with  re- 
sidual neurological  function.  Sur- 
gical intervention  should  be  ap- 
plied optimally  within  72  hours  if, 
at  the  affected  level:  1)  two  or 
more  spinal  "stability"  columns 
are  rendered  unstable  according 
to  the  triple  column  theory;  2) 


Figure  4:  A:  Three  columns  of  spinal  biomechanical  stability  - anterior, 
middle  and  posterior.  B:  Compression  fracture  - anterior  column  in- 
jury. C:  Burst  fracture  - anterior  and  middle  column  injury.  D: 

Chance  fracture  - three  column  injury  with  anterior  longitudinal  liga- 
ment intact.  E:  Severe  flexion/distraction  fracture  - three  column 
injury.  F:  Fracture  dislocation  - three  column  injury,  gross  instability. 
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Figure  5A:  Lateral  radiograph 
showing  greater  than  50%  ante- 
rior column  collapse  in  an  L2 
burst  fracture. 

greater  than  a 50%  anterior  verte- 
bral body  compression  and/or  a 
50%  or  greater  compromise  of  the 
spinal  canal  is  present  (Figure  5); 
or  3)  a partial  neurologic  deficit 
exists. 

The  surgery  then  performed 
should:  1)  stabilize  the  fractured 
vertebrae  with  as  few  spinal  seg- 
ments being  immobilized  and 
fused  as  is  necessary  to  provide 
for  rigid  fracture  immobilization; 
2)  decompress  the  spinal  canal 
adequately  (to  greater  than  75% 
patency)  to  minimize  the  likeli- 
hood of  late  pain  or  neurologic 
deterioration  due  to  neural  ele- 
ment compression  and;  3)  provide 
instrumentation  construction  that 
allows  the  patient  to  be  mobilized 
in  the  upright  position  immedi- 
ately after  surgery  to  minimize 
cardiopulmonary  complications  in 
the  multi-traumatized  patient. 

Two  areas  that  require  contin- 
ued research  are  the  minimization 
of  long-term  neurologic  damage 
incurred  at  the  moment  of  injury 


and  the  development  of  surgical 
techniques  that  will  restore  the 
axial  skeleton  to  its  pre-injury 
mobility  state.  A nationwide 
study  is  underway  to  evaluate  the 
efficacy  of  high-dose  methyl 
prednisolone  administration  for 
spinal  cord  injured  patients  imme- 
diately upon  arrival  in  the  emer- 
gency department  in  an  effort  to 
maximize  the  return  of  neurologic 
function.18  The  second  area  is 
being  approached  with  the  possi- 
bility of  fusing  shorter  and  shorter 
spinal  segments  with  intra- 
pedicular  instrumentation  systems 
and  by  attempting  to  develop 
spinal  replacement  prostheses.19 

In  summary,  a patient  with  a 
thoracolumbar  spinal  fracture 
should  be  considered  for  referral 
to  a tertiary  care  facility  for  fur- 
ther evaluation  and  possible  sur- 
gical stabilization  when:  1)  any 
neurologic  deficit  is  present;  2) 
any  gross  disruption  of  the  spinal 
column  alignment  is  seen  on  ei- 
ther the  AP  or  lateral  radiograph; 


3)  25%  or  greater  anterior  column 
collapse  is  noted  in  the  affected 
vertebral  body;  4)  widening  of  the 
intrapedicular  distance  is  noted  at 
the  fracture  level  on  the  AP  radio- 
graph; or  5)  25%  or  greater  spinal 
canal  compromise  is  present  at  the 
involved  segment  as  seen  on  ei- 
ther the  lateral  radiograph  or  CT 
scan.  □ 
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■drug  names 


Look-alike  and  sound-alike  drug  names 


Benjamin  Teplitsky,  R.  Ph. 
Brooklyn,  N.Y. 


Category: 
Brand  name: 
Generic  name: 
Dosage  forms: 

Category: 
Brand  name: 
Generic  name: 


TIOCONAZOLE 

Vaginal  preparation 
Vagistat,  Fujisawa  SK 
Tioconazole 
Vaginal  ointment 

K-PHOS  NEUTRAL 

Mineral  & electrolyte 
K-Phos  Neutral,  Beach 
(Combination  drug) 
Tablets 


TERCONAZOLE 

Antifungal  agent 
Terazol  7,  Ortho 
Terconazole 
Vaginal  cream 


NEUTRA-PHOS  K 


Mineral  & electrolyte 
Neutra-Phos  K,  Willen 
(Combination  drug) 
Capsules 


I_/ook-alike  and  sound-alike 
drug  names  can  be  misinterpreted 
by  a nurse  reading  doctors'  orders 
or  by  a pharmacist  compounding 
physicians'  prescriptions. 

Such  misunderstandings  can 
result  in  the  administration  of  a 
drug  not  intended  by  the  pre- 
scribes Awareness  of  such  look- 
alike  and  sound-alike  drug  names 
can  reduce  potential  errors.  L) 
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Some  Hospitals  Zap  More  Than 
Just  Your  Kidney  Stones. 


Through  a unique  joint  venture,  Alliant"  Health 
System  and  Jewish  Hospital  are  proud  to  bring  you 
the  most  sophisticated  technology  currently  available 
for  the  treatment  of  kidney  stones  at  a cost  that’s 
significantly  less. 

Our  new  L1THOSTAR"  lithotnpter  located  in  the 
Stone  Center  at  Methodist  Evangelical  Hospital  uses 
effective  low  energy  shock  waves  to  disintegrate  the 
stones,  which  allows  most  patients  to  avoid  extensive 
surgery,  anesthesia,  and  hospitalization. 


But  just  because  this  procedure  is  advanced  doesn’t 
mean  it  costs  a fortune.  In  fact,  we  offer  it  for  signifi- 
cantly less  than  the  other  hospitals  in  this  area.  And 
even  if  you’re  covered  by  insurance,  that  can  still  save 
you  hundreds  of  dollars  in  co-payments. 

So  even  though  we  make  kidney  stones  go  to  pieces, 
we’re  working  to  keep  your  healthcare  budget  intact. 
Ask  your  physician  about  this  new  technology  or  call 
502-629-8050  for  more  information. 


Jewish  Hospital 
Healthcare  Services 


Alliant 


Health  System 
Methodist  Evangelical  Hospital 


©1991  Alliant  Health  System 


Radiology  Clinic 


Young  woman  with  large 

chest  mass 


Jeffrey  M.  Barkmeier,  M.D. 
Dennis  P.  Mishler,  M.D. 

Joel  C.  Hammond,  M.D. 
Indianapolis 

A 38-year-old  woman,  a 
nonsmoker  from  Pakistan,  went  to 
the  emergency  department  with  a 
sudden  onset  of  heaviness  in  her 
chest.  The  results  of  physical 
exam,  laboratory  studies  and  elec- 
trocardiogram were  normal,  and  a 
myocardial  infarct  was  ruled  out. 
Chest  radiographs  demonstrated  a 
large,  right  paratracheal  mass 
(Figure  1).  Old  chest  films  were 
not  available  for  study,  so  com- 


puted tomography  (CT)  was  per- 
formed to  further  evaluate  the 
mass.  CT  showed  a 5 x 5 cm  ho- 
mogeneous, right  anterior  medias- 
tinal mass  with  flecks  of  central 
calcification.  A magnetic  reso- 
nance imaging  was  done  to  fur- 
ther delineate  the  anatomy  (Figure 
2).  This  showed  a 5 x 5 cm  right 
anterior  mediastinal  mass  with 
indentation  on  the  superior  vena 
cava.  The  mass  was  low  signal  on 
T,-weighted  images  and  high  sig- 
nal on  T2. 

Differential  diagnosis  for  this 
mass  included  mediastinal  tu- 
mors, such  as  thymoma,  teratoma 
and  fibroma.  Considerations  for 


lung  mass  were  bronchogenic 
carcinoma,  hamartoma,  bronchial 
adenoma,  leiomyoma  and  other 
less  common  tumors.1'3 

Because  of  the  patient's  age, 
lack  of  old  films  and  the  size  of 
the  mass,  it  was  surgically 
resected  to  confirm  histology.  At 
surgery  a median  sternotomy  was 
performed,  and  a firm,  pearly 
white  mass  was  found  in  a 
subpleural  location  in  the  right 
upper  lobe.  The  mass  was  easily 
removed  with  a wedge  resection. 
The  patient  had  an  unremarkable 
hospital  course.  Pathology  con- 
firmed a well-circumscribed  5x5 
x 4 cm  mass  of  firm  pearly  white 


Figure  2:  Coronal  T^-weighted  MRI  showing  a 
large  homogenous  mass  indenting  the  superior 
vena  cava. 
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tissue.  Histology  demonstrated 
lobulated  masses  of  cartilage  sur- 
rounded by  fibromyxomatous 
stroma  and  dilated  vessels.  There 
was  no  cellular  atypicality  and  the 
submitted  lung  tissue  was  nega- 
tive for  malignancy.  The  diagno- 
sis of  a pulmonary  hamartoma 
was  made. 

Discussion 

Benign  tumors  represent  approxi- 
mately 1%  of  all  lung  tumors  and 
5%  to  10%  of  surgically  resected 
lung  tumors.* 1  Hamartoma  is  the 
most  common  benign  neoplasm  of 
the  lung,  accounting  for  5.7%  of 
solitary  pulmonary  nodules.2  The 
peak  incidence  is  in  the  sixth  de- 
cade of  life,  and  they  are  rare 
under  the  age  of  30.4  The  pulmo- 
nary hamartoma  was  originally 
believed  to  be  a congenital  malfor- 
mation or  an  acquired  tumor  from 
inflammatory  processes.  How- 
ever, the  concept  of  its  being  a 
benign  tumor  has  gathered  wide 
support.  The  fact  that  it  has  a 
predominantly  late  peak  age  inci- 
dence and  is  known  to  increase  in 
size  in  middle  age  support  this 
neoplastic  concept.1 

More  than  90%  of  pulmonary 
hamartomas  are  parenchymal  and 
are  rarely  endobronchial.34  The 
typical  gross  pathologic  features 
include  a firm,  well-circum- 
scribed, gray-white  mass.2  Histo- 


logic features  include  disorga- 
nized, mature  cells  or  tissue  na- 
tive to  the  organ.5 6 7  Typically,  they 
include  hyaline  cartilage  sur- 
rounded by  loose,  fibroelastic 
tissue.  There  also  may  be  variable 
amounts  of  adipose,  epithelial 
tissue,  smooth  muscle,  inflamma- 
tory cells  and  calcification.15 

Since  most  of  these  neoplasms 
are  parenchymal  in  location  and 
asymptomatic,  they  are  often  inci- 
dental findings  on  chest  radio- 
graphs. Endobronchial 
hamartomas,  however,  more  often 
appear  with  obstructive  symp- 
toms. These  include  cough, 
hemoptysis  and  other  vague  chest 
symptoms.1'4 

The  typical  radiographic  ap- 
pearance of  a pulmonary 
hamartoma  is  a well-defined,  soli- 
tary, peripheral  nodule.  The  mass 
is  almost  always  less  than  4 cm  in 
diameter.2  Approximately  25%  to 
30%  contain  calcifications,2  and 
10%  have  the  appearance  of  the 
pathognomonic  "popcorn  ball" 
calcification.5  CT  can  demonstrate 
the  actual  size  of  the  lesion,  pres- 
ence and  pattern  of  calcification 
and  density  of  the  lesion. 
Siegleman  et  al  used  specific  char- 
acteristics on  CT  to  correctly  diag- 
nose pulmonary  hamartomas  in 
64%  of  the  cases,  without  the  need 
of  a further  invasive  procedure. 
The  CT  criteria  they  developed 


include  a diameter  of  2.5  cm  or 
less,  a well-defined  edge,  focal 
collections  of  fat  or  alternating  fat 
collections  with  calcification.3  ' □ 

Dr.  Barkmeier  is  a radiology 
resident,  Dr.  Mishler  is  a medicine 
resident,  and  Dr.  Hammond  is  a 
surgery  resident  at  the  Indiana  Uni- 
versity Medical  Center  in  Indianapo- 
lis. 


Section  editor:  Robert  D.  Tarver, 
M.D.,  Department  of  Radiology, 
Wishard  Memorial  Hospital,  Indiana 
University  Medical  Center,  1001  W. 
10th  St.,  Indianapolis,  IN  46202. 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 

/m. 

999  i lizatidine 

has  the  right  answers 

■ Rapid  epigastric  pain  relief'2 

■ Fast  and  effective  ulcer  healing234 


axio 

PASSES  THE  ACID  TEST 


‘Most  patients  experience  pain  relief  with  the  first  dose. 

See  ad/acent  page  for  references  and  brief  summary 
of  prescribing  information 


NZ-2943-B- 1 49347 


© 1991.  ELI  LILLY  AND  COMPANY 


AXID  (nizatidine  capsules) 

Brief  Summary  Consult  the  package  insert  for  complete  prescribing  information 
Indications  and  Usage:  l Active  duodenal  ulcer- for  up  to  8 weeks  of  treatment.  Most 
patients  heal  within  4 weeks. 

2 Maintenance  therapy- for  healed  duodenal  ulcer  patients  at  a reduced  dosage 
of  150  mg  h.s.  The  consequences  of  therapy  with  Axid  for  longer  than  1 year 
are  not  known 

Contraindications:  Known  hypersensitivity  to  the  drug  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed,  H2-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  of  hypersensitivity  to  other 
Hj-receptor  antagonists 

Precautions  General- 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tests- False- positive  tests  for  urobilinogen  with  Multistix * may  occur 
during  therapy 

Drug  Interactions -No  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system,  therefore,  drug  interactions  mediated  by 
inhibition  ol  hepatic  metabolism  are  not  expected  to  occur  In  patients  given  very 
high  doses  (3,900  mg)  of  aspinn  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  b i d , was  administered  concurrently 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility -A  2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic  effect.  There  was  a 
dose-related  increase  in  the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric 
oxynhc  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day,  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numencal  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  for  the  strain 
of  mice  used  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  ol  mild  liver  injury  (transaminase  elevations)  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C— Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers -Studies  in  lactatmg  women  have  shown  that  0.1%  of  an  oral 
dose  is  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother 

Pediatric  Use -Safety  and  effectiveness  in  children  have  not  been  established 

Use  m Elderly  Patients  -Healing  rates  in  elderly  pabents  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine  Elderly  patients  may  have  reduced  renal  function 
Adverse  Reactions:  Clinical  tnals  of  varying  durations  included  almost  5,000  pabents 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1,900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0.2%), 
urticaria  (0.5%  vs  <001%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug 

AVepaf/c — Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients  In  some  cases, 
there  was  marked  elevation  (>500  IU/L)  in  S60T  or  SGPT  and,  in  a single  instance, 
SGPT  was  >2,000  IU/L  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
difler  from  that  in  placebo  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported  Rare 
cases  of  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  ol  the  abnormalities  after  discontinuation  of  Axid 

Cardiovascular-  In  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects 

C/VS -Rare  cases  of  reversible  mental  confusion  have  been  reported 

Endocrine- Clinical  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogemc  activity  due  to  nizatidine  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo 
Gynecomastia  has  been  reported  rarely 

Hematologic  -Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H2-receptor  antagonist.  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs.  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported 

Integumental-  Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliabve  dermatitis  were 
also  reported 

Hypersensitivity -As  with  other  H2-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported  Rare  episodes  of  hypersensitivity 
reactions  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosmophilia)  have  been  reported 

Ofber- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosmophilia,  fever,  and  nausea  related  to  nizatidine  have  been  reported 
Overdosage  Overdoses  of  Axid  have  been  reported  rarely  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy  Renal  dialysis  does  not  substantially  increase 
clearance  of  nizatidine  due  to  its  large  volume  of  distribution 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  mdolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  Of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon ! is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Desag*  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.13-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon  ' 1/12  gr.  5.4  mg  in 
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Figure  1:  Cross-sectional  anatomy  of  the  carpal  tun- 
nel. The  passageway  exists  in  the  wrist  and  proxi- 
mal palm  and  is  bounded  by  the  carpal  bones  and 
the  transverse  carpal  ligament. 


Figure  2:  Phalen's  wrist  flexion  test  for  carpal  tun- 
nel syndrome.  The  wrists  are  placed  in  unforced 
complete  flexion  for  as  long  as  60  seconds. 
Paresthesias  or  dysesthesias  in  the  median  nerve 
distribution  constitute  a positive  test. 


Carpal  tunnel  syndrome 


James  W.  Strickland,  M.D. 
Richard  S.  Idler,  M.D. 

James  C.  Creighton,  M.D. 
Indianapolis 

F irst  described  by  Sir  James 
Paget  in  1863,  carpal  tunnel  syn- 
drome is  easily  the  most  common 
compression  neuropathy  of  the 
upper  extremity.  Phalen  empha- 
sized the  frequency  of  the  condi- 
tion, its  presenting  symptoms, 
physical  findings  and  treatment.1 

Anatomy  and  pathology 

The  carpal  tunnel  is  an  anatomic 
passageway  bounded  dorsally  and 
laterally  by  the  hemicircular  ar- 
rangement of  the  carpal  bones 
and  on  the  palmar  surface  by  the 
deep  transverse  carpal  ligament. 
Nine  digital  flexor  tendons  and 
the  median  nerve  pass  through 
this  tunnel  (Figure  1).  At  the  dis- 


tal end  of  the  tunnel,  the  median 
nerve  divides  into  five  branches, 
the  most  radial  of  which,  the  mo- 
tor branch,  innervates  the  thenar 
muscle  group.  The  ulnar  four 
branches  provide  sensation  to  the 
thumb,  index,  middle  and  radial 
half  of  the  ring  finger.  The  radial 
and  ulnar  arteries  and  the  ulnar 
nerve  do  not  pass  through  the 
tunnel. 

Any  lesion  that  increases  the 
volume  inside  this  unyielding 
passageway  may  produce  com- 
pression of  the  median  nerve  and 
initiate  the  symptoms  of  carpal 
tunnel  syndrome.  In  most  cases, 
there  is  a nonspecific  thickening 
of  the  tenosynovium,  although 
tenosynovitis  associated  with 
rheumatoid  arthritis,  tuberculosis, 
atypical  acid  fast  bacillus  infec- 
tions, suppurative  tenosynovitis, 
gout,  amyloidosis  or  sarcoidosis 
may  produce  carpal  tunnel  syn- 


drome. Additional  systemic  con- 
ditions that  have  been  associated 
with  this  condition  include  thy- 
roid imbalance,  acromegaly,  mul- 
tiple myeloma,  diabetes  mellitus, 
alcoholism  and  hemophilia.  Hor- 
monal changes  resulting  from 
menopause,  pregnancy,  hys- 
terectomy or  the  use  of  birth  con- 
trol or  hormonal  replacement 
medications  have  also  been  impli- 
cated. Other  space-occupying 
lesions  that  may  embarrass  the 
median  nerve  in  the  carpal  tunnel 
include  wrist  fractures,  tumors, 
thrombosis  of  a persistent  median 
artery  and  anomalous  muscles 
and  tendons.2 

Incidence 

More  than  50%  of  cases  of  carpal 
tunnel  syndrome  occur  in  patients 
between  40  and  60  years  of  age. 
Although  the  condition  occurs  at 
least  twice  as  frequently  in 
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women  than  in  men,  recent  re- 
ports indicate  that  it  may  be  more 
prevalent  in  men  than  had  been 
previously  realized.  The  inci- 
dence of  bilaterality  may  be  as 
high  as  80%.  The  syndrome  oc- 
curs with  alarming  frequency  in 
certain  occupations,  such  as  key- 
board operators  or  meat  packers 
in  whom  the  so-called  “cumula- 
tive trauma  disorders"  are  com- 
monplace. 

Clinical  characteristics 

Symptoms  characteristic  of  carpal 
tunnel  syndrome  include  numb- 
ness or  tingling  in  the  distribution 
of  the  median  nerve,  that  is,  the 
thumb,  index,  middle  and  radial 
half  of  the  ring  finger.  Many  pa- 
tients will  note  that  the  numbness 
began  in  the  middle  finger  or  in 
the  middle  and  index  fingers  be- 
fore spreading  to  adjacent  digits. 
Nocturnal  paresthesias  or 
hypesthesias  frequently  awaken 
affected  patients,  who  attempt  to 
arrest  the  discomfort  by  shaking 
their  hands  or  immersing  them  in 
warm  water.  The  symptoms  also 
may  be  provoked  by  vigorous  or 
repetitious  use  of  the  hands  or  by 
activities  that  involve  prolonged 
positioning  of  the  wrists  in  flexion 
or  extension  such  as  driving,  writ- 
ing or  typing. 

Many  patients  also  complain 
of  pain  in  the  wrist  or  forearm, 
and  discomfort  in  the  upper  arm 
or  shoulder  is  not  uncommon. 
Proximal  migration  of  pain  from 
the  hand  toward  the  elbow  is 
frequently  described.  Weakness 
or  clumsiness  of  the  hand  are  late 
developing  symptoms  following 
long-standing  carpal  tunnel  syn- 
drome, and  patients  often  will 
report  a tendency  to  drop  objects. 
True  sensory  loss  or  thenar 
muscle  atrophy  is  realized  by  only 
a few  patients  with  this  condition 
although  continuous  numbness  or 


, INDIANA  MEDICINE/November  1991 


discomfort  is  often  described  with 
severe  or  chronic  nerve  compres- 
sion. 

Diagnostic  features 

The  most  important  diagnostic 
test  for  carpal  tunnel  syndrome  is 
the  wrist  flexion  test  first  de- 
scribed by  Phalen  in  1951  (Figure 
2).  This  maneuver  consists  of 
placing  the  wrist  in  unforced  com- 
plete flexion  for  as  long  as  60  sec- 
onds. When  positive,  the  test  will 
produce  paresthesias  or 
dysesthesias  in  the  median  nerve 
distribution  of  the  hand  and 
closely  simulate  the  patient's 
symptoms.  The  test  is  thought  to 
be  positive  in  at  least  80%  of  pa- 
tients with  the  condition  and  usu- 
ally can  be  considered  to  confirm 
the  existence  of  median  nerve 
embarrassment  in  the  carpal  ca- 
nal. 

Tinel's  tapping  test  may  also 
contribute  useful  diagnostic  infor- 
mation and  is  elicited  by  gently 
tapping  proximal  to,  directly  over 
and  distal  to  the  palmar  wrist 
crease.  A positive  response  oc- 
curs when  the  patient  reports 
tingling  or  "an  electric  shock" 
sensation  into  one  or  more  of  the 
fingers  innervated  by  the  median 
nerve.  The  test  is  thought  to  be 
positive  in  about  45%  of  patients 
with  the  condition.  In  the  ad- 
vanced stages  of  carpal  tunnel 
syndrome,  atrophy  of  the  thenar 
muscle  mass  and/or  demonstrable 
sensory  loss  will  indicate  the  se- 
verity of  the  nerve  compression. 

Although  electrodiagnostic 
studies  (electromyographic  and 
nerve  conduction  velocity  tests) 
have  been  widely  used  to  investi- 
gate the  status  of  the  median 
nerve  at  the  carpal  tunnel,  these 
tests  are  not  required  for  all  pa- 
tients suspected  of  having  the 
condition.  Even  when  performed 
by  the  most  experienced  examin- 


ers, these  evaluations  may  have  a 
false  negative  rate  as  high  as  30%. 
The  tests  are  expensive  and  some- 
what painful  for  the  patient  and 
may  not  be  necessary  when  the 
presenting  symptoms  are  clear-cut 
and  the  provocative  maneuvers 
are  strongly  positive.  These  tests 
generally  should  be  used  when 
the  patients'  symptoms  or  physi- 
cal findings  are  confusing  or 
when  one  wishes  to  differentiate 
carpal  tunnel  syndrome  from  ul- 
nar nerve  compression  or  from 
thoracic  outlet  syndrome  or  cervi- 
cal radiculopathy. 

Treatment 

The  conservative  treatment  of 
carpal  tunnel  syndrome  consists 
of  splinting  the  wrist,  particularly 
at  night,  and  the  use  of  oral,  non- 
steroidal anti-inflammatory  medi- 
cations. The  injection  of  a cortico- 
steroid directly  into  the  carpal 
tunnel  may  be  done  occasionally 
for  both  diagnostic  and  therapeu- 
tic reasons.  When  the  patient  fails 
to  respond  to  conservative  treat- 
ment or  has  a demonstrable  neu- 
rologic deficit,  surgical  decom- 
pression of  the  carpal  tunnel 
should  be  considered.  □ 

This  is  another  in  a series  of 
monthly  articles  on  hand  conditions 
from  The  Indiana  Hand  Center  in 
Indianapolis. 
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Physicians'  attitudes  toward 
hospital  ethics  committees. 


Ryan  Finkenbine 

Gregory  Gramelspacher,  M.D. 
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T he  explosion  in  medical 
science  and  technology  during  the 
last  three  decades,  along  with  an 
increase  in  patient  autonomy  and 
concurrent  decline  in  physician 
paternalism,  has  created  an  enor- 
mous number  of  unresolved  ethi- 
cal dilemmas.  Ethical  issues  are 
arising  in  health  care  facilities  at 
an  astonishing  rate.  Some  of 
these  issues  include  the  termina- 
tion of  life-sustaining  procedures, 
the  protection  of  the  rights  of  the 
mentally  incompetent  or  disabled, 
the  establishment  of  policy  for  the 
allocation  of  scarce  or  expensive 
resources  and  the  development  of 
methods  to  ensure  access  for  pa- 
tients in  need  of  life-saving  trans- 
plants. 

Occurring  well  in  advance  of 
firm  medical  norms  and  legal 
precedent,  issues  such  as  these 
place  great  demands  on  physi- 
cians and  health  care  facilities  to 
devise  a means  by  which  they 
may  be  resolved.  One  such 
method  recently  adopted  by  many 
hospitals  and  nursing  homes  has 
been  the  formation  of  an  ethics 
committee.  Ethics  committees 
have  been  defined  as  "a  group 
established  by  a hospital  or  health 
care  institution  formally  charged 
with  advising,  consulting,  discuss- 
ing or  otherwise  being  involved  in 
ethical  decisions  and  policies  that 
arise  in  clinical  care."1 

Although  "medico-moral" 
committees  existed  before  1970  in 
some  Catholic  hospitals,  most  of 
today's  institutional  ethics  com- 
mittees made  their  appearance  in 


the  mid-1970s  following  the 
much-publicized  New  Jersey  Su- 
preme Court  decision  concerning 
Karen  Quinlan.  The  court  called 
for  consultation  by  an  ethics  com- 
mittee to  assist  in  determining  her 
prognosis.2 

Since  then,  the  number  of 
committees  has  increased  steadily, 
especially  after  1983  when  the 
President's  Commission  empha- 
sized their  importance.3  The  num- 
ber of  hospitals  with  ethics  com- 
mittees is  estimated  to  have 
grown  from  less  than  1%  in  19814 
to  more  than  60%  in  1990  (from 
information  provided  by  G.  P. 
Gramelspacher,  M.D.,  published 
in  Summer  1991,  Issues  in  Law  and 
Medicine).  In  1987,  the  Maryland 
State  Senate  became  the  first  state 
to  pass  legislation  requiring  all  its 
hospitals  to  form  Patient  Care 
Advisory  Committees,  essentially 
ethics  committees.5 

As  these  committees  have 
multiplied  in  number,  they  also 
have  expanded  in  function.  Al- 
though the  committees  were  origi- 
nally established  primarily  as 
prognosis  committees  and  to  con- 


Table  1 

Function  of  ethics 
committee 

Description  Response* 

Case  review/consultation 57% 

Formulate  hospital  policy 18% 

Act  as  doctor-patient  liaison. .12% 


Education 5% 

Physician  support 4% 

Educate  public 3% 


*<100%  due  to  rounding 


sider  cases  involving  the  termina- 
tion of  life-sustaining  treatments, 
many  experts  suggest  that  ethics 
committees  also  should  perform 
several  other  functions.  These 
functions  include:  the  develop- 
ment and  implementation  of  hos- 
pital policy,  the  education  of  hos- 
pital employees  and  members  of 
the  community,  retrospective  and 
prospective  case  review  and  sup- 
port of  physicians  and  other 
health  care  employees.1,6'12  Al- 
though other  groups  are  certain  to 
benefit,  these  functions  primarily 
serve  two  groups:  patients  and 
physicians. 

Naturally,  as  ethics  commit- 
tees evolve,  researchers  are  begin- 
ning to  study  their  impact  on  both 
patients  and  their  doctors.13'17 
Youngner  and  colleagues  have 
already  addressed  patients' 
knowledge  and  opinions  about 
ethics  committees,18  but  no  one 
has  assessed  the  attitudes  of  phy- 
sicians. While  it  is  meaningful  to 
characterize  ethics  committees 
regarding  their  number,  function, 
membership  and  patients'  atti- 
tudes, it  is  also  prudent  to  under- 
stand physicians'  attitudes.  The 
success  of  ethics  committees  may 
rest  on  an  understanding  of  physi- 
cians' viewpoints  because,  since 
their  inception,  there  has  existed 
an  underlying  sentiment  that  phy- 
sicians are  opposed  to  their  estab- 
lishment. 

In  1973,  Veatch  set  the  stage 
for  this  sentiment  by  suggesting 
that  physicians  often  "generalize 
their  expertise"  as  practitioners  to 
also  include  the  ability  to  make 
sound  ethical  judgments.19 
Youngner  et  al  also  asserted  that 
some  physicians  will  view  ethics 
committees  as  "unwelcome  and 
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Table  2 

Members  of  an 
ethics  committee 


Description  Response* 

Physician 97% 

Member  of  clergy 86% 

Attorney 73% 

Nurse 69% 

Social  worker 57% 

Administrator 56% 

Philosopher/ethicist 56% 

Patient/community 
representative 51  % 


*>  one  response  possible 


destructive  intrusions  into  the 
traditional  doctor-patient  relation- 
ship."18 Other  authorities  have 
made  similar  comments,8'20-22  one 
adding  that  a hospital  that 
chooses  to  organize  an  ethics  com- 
mittee may  be  financially  jeopar- 
dizing its  position  by  offending 
many  of  the  physicians  who  sup- 
port the  facility  by  referring  pa- 
tients.7 

This  article  presents  the  re- 
sults of  a survey  distributed  to 
determine  the  attitudes  of  physi- 
cians towards  hospital  ethics  com- 
mittees. 

Methods 

In  the  winter  of  1990,  an  11 -item 
questionnaire  was  distributed  to 
1,092  physicians  at  two  private 
Indianapolis  hospitals.  Hospital 
A is  an  1,120-bed  facility  that  has 
had  an  ethics  committee  since 
1984.  The  committee  reviewed  its 
first  case  the  following  year,  and 
last  year  handled  12  requests. 
Hospital  B,  a smaller  facility  with 


625  beds,  established  a committee 
from  a pre-existing  "moral  issues" 
group  in  1988  and  discussed  three 
cases  in  1990. 

The  anonymous  questionnaire 
was  pre-tested,  revised  and 
retested  before  being  distributed 
to  the  medical  staff  through  intra- 
hospital mail  by  members  of  the 
Medical  Education  Department  at 
each  hospital.  A brief  introduc- 
tion stating  the  survey's  purpose 
was  included  with  each  form. 
There  were  no  follow-up  ques- 
tionnaires after  the  original  instru- 
ment was  distributed. 

Results 

Of  the  1,092  physicians  to  whom 
forms  were  sent,  618  acceptable 
responses  were  received  for  an 
overall  rate  of  57%.  Nine  addi- 
tional questionnaires  were  re- 
ceived but  not  included  in  the 
evaluation  due  to  errors  in  com- 
pleting the  form. 

The  response  rate  for  each 
hospital  differed,  however,  with 
Hospital  A recording  a 64%  re- 
turn, while  the  rate  for  Hospital  B 
was  38%.  This  difference  prob- 
ably reflects  the  means  by  which 
physicians  could  return  their  com- 
pleted forms.  At  Hospital  A, 
completed  surveys  could  be  pro- 
cessed through  intra-hospital  mail, 
whereas  forms  at  Hospital  B were 
returned  directly  to  the  Depart- 
ment of  Medical  Education. 

The  first  question  in  the  sur- 
vey aimed  to  determine  whether 
physicians  were  aware  of  the  ex- 
istence of  an  ethics  committee  at 
their  hospital.  Eighty-two  percent 
correctly  identified  that  a commit- 
tee existed,  5%  replied  their  facil- 
ity did  not  have  one,  and  13%  did 
not  know. 

When  asked  what  an  ethics 
committee's  primary  function 


should  be,  most  (57%)  said  it 
should  be  case  review  or  case 
consultation  (Table  1).  The  next 
most  popular  answers  were  to 
formulate  hospital  policy  (18%) 
and  to  act  as  a physician-patient 
liaison  (12%).  Other  choices  that 
could  be  selected  included:  to 
educate  health  care  employees,  to 
act  in  physician  support  and  to 
educate  the  public,  all  of  which 
received  less  than  5%  each.  The 
instructions  accompanying  this 
question  allowed  only  a single 
choice;  however,  several  respon- 
dents (31)  wrote  there  should  be 
more  than  one  function,  most  of 
these  writing  "all  of  the  above." 

The  third  question  asked  who 
physicians  thought  should  serve 
as  members  of  an  ethics  commit- 
tee (Table  2).  Physicians  over- 
whelmingly (97%)  believed  their 
own  profession  should  be  repre- 
sented. The  second  most  frequent 
response  was  a member  of  the 
clergy  (86%),  then  an  attorney 
(73%),  and  fourth,  a nurse  (69%). 

A social  worker,  an  administrator, 
a philosopher/ethicist  and  a pa- 
tient/community representative 
were  choices  selected  less  often. 

When  asked  who  should  have 
access  to  an  ethics  committee, 
respondents  most  often  chose  the 
patient's  physician,  94%  of  the 
time  (Table  3).  The  next  five 
groups  were  all  selected  in  nearly 
equal  frequency:  a patient  repre- 
sentative (69%),  an  administrator 
(66%),  a member  of  the  clergy 
(65%),  the  patient  (64%),  a physi- 
cian other  than  the  patient's  (62%) 
and  a nurse  (58%).  Only  48% 
believed  hospital  personnel  other 
than  those  listed  above  should 
have  access  to  a committee. 

Nearly  half  (46%)  of  the  sub- 
jects reported  they  have  "person- 
ally had  a case  for  which  an  ethics 
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committee  might  have  been  con- 
sulted." An  equal  number  replied 
in  the  negative,  and  8%  did  not 
know. 

The  next  series  of  questions 
sought  to  address  whether  some 
physicians  might  perceive  ethics 
committees  as  intrusive  into  their 
roles  as  health  care  providers. 

The  data  show  that  82%  "would 
utilize  an  ethics  committee  if  ever 
confronted  with  an  ethical  di- 
lemma." Only  4%  would  not,  and 
13%  did  not  know.  Further,  of 
the  618  respondents,  537  (87%) 
said  that  ethics  committees  are 
needed  in  hospitals.  One  doctor 
replied  that  where  "ethical  dilem- 
mas are  not  recognized  or  are 
poorly  understood,  (an  ethics 
committee)  would  provide  a tool 
to  bring  us  all  to  a similar  stan- 
dard." Approximately  4%  replied 
they  were  not  needed,  with  one 
physician  stating  "they  would  not 
be  time  or  cost  effective."  The 
remainder  (9%)  did  not  know. 

Finally,  when  asked  directly  if 
an  ethics  committee  was  intrusive 
into  their  practice,  79%  answered 
they  were  not,  while  8%  said  yes 
and  13%  did  not  know.  Surpris- 
ingly, of  those  who  thought  an 
ethics  committee  was  intrusive  (48 
respondents),  nearly  three-quar- 
ters (35)  still  said  they  were  neces- 
sary in  the  hospital  setting  (p  < 
0.05).  Whether  in  the  past  a physi- 
cian had  personally  confronted  an 
ethical  dilemma  was  not  related  to 
his  feeling  that  an  ethics  commit- 
tee might  be  intrusive. 

One  other  question  pertained 
to  a physician's  willingness  to 
serve  as  a volunteer  on  an  ethics 
committee.  Fifty-eight  percent 
said  they  would,  23%  replied  they 
would  not  volunteer,  and  19%  did 
not  know. 

Statistically,  neither  a 


respondent's  age  nor  hospital 
affected  whether  a physician  had 
ever  had  a case,  would  use  an 
ethics  committee  if  confronted 
with  an  ethical  dilemma,  felt  eth- 
ics committees  were  needed  or  felt 
they  were  intrusive.  There  was 
no  statistical  difference  between 
hospitals  for  whether  a physician 
knew  an  ethics  committee  existed, 
nor  did  it  significantly  alter  the 
choice  for  the  primary  function  of 
a committee. 

Discussion 

As  ethics  committees  become 
more  prevalent  in  health  care 
facilities  in  the  United  States,  this 
study  suggests  that  many  physi- 
cians are  well  aware  of  their  exist- 
ence, with  82%  of  subjects  cor- 
rectly identifying  their  Indianapo- 
lis hospital  as  having  a committee. 
Both  facilities  in  this  survey  publi- 
cized the  presence  of  a function- 
ing committee  in  employee  news- 
letters, but  the  impact  of  recent 
national  headlines  cannot  be  un- 
derestimated in  their  ability  to 
increase  the  awareness  of  physi- 
cians toward  ethical  issues. 

The  functions  of  ethics  com- 
mittees have  long  been  the  topic 
of  debate,  virtually  since  their 
beginning.  Many  experts  agree 
that  ethics  committees  have  three 
basic  functions:  case  review, 
policy  development  and  educa- 
tion. However,  it  is  of  great  im- 
portance, as  put  forth  by  Ross,  to 
be  able  to  detail  the  goals  of  ethics 
committees,  so  that  they  may  be 
used  efficiently.23 

This  study  illustrates  that 
while  case  review  and  the  forma- 
tion of  hospital  policy  are  held  in 
high  regard  by  physicians  (their 
top  two  selections),  less  than  5% 
of  respondents  felt  that  an  ethics 
committee's  chief  function  should 


r 

Table  3 

Access  to  an 
ethics  committee 

Description  Response* 

Patient's  physician 94% 

Family  representative 69% 

Administrator 66% 

Member  of  clergy 65% 

The  patient 64% 

Other  physician 62% 

Nurse 58% 

Other  hospital  personnel 48% 

* > one  response  possible 

v J 


be  education.  Surprisingly,  the 
third  most  common  choice  was 
that  ethics  committees  should 
primarily  act  as  a liaison  to  im- 
prove communication  between  the 
physician  and  the  patient,  a func- 
tion alluded  to  more  than  a de- 
cade ago.6 

While  physicians  and 
Youngner's  patient  population 
both  agree  that  case  review  and 
consultation  should  be  a 
committee's  foremost  objective,13 
at  least  four  commentators  have 
implied  that  education  should  be 
the  first  priority,  especially  in  the 
development  of  an  ethics  commit- 
tee /a o,n, 20  jpe  implication  is  that 
without  the  education  of  at  least 
its  own  members,  an  ethics  com- 
mittee would  not  be  prepared  to 
tackle  the  complex  cases  brought 
before  it  for  consultation.  As 
Gibson  and  Kushner  wrote,  the 
development  of  ethics  committees 
usually  begins  with  the  education 
of  its  own  members,  then  of  the 
institution  and  finally  of  the  com- 
munity at  large. 
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The  next  role,  then,  would  be 
to  begin  to  formulate  hospital 
policy,  and  only  after  these  func- 
tions are  served  would  a commit- 
tee progress  to  take  on  case  re- 
view requests.  Therefore,  while 
supporting  the  views  of  physi- 
cians and  patients  regarding  eth- 
ics committee  functions,  it  might 
be  wise  to  also  stress  the  impor- 
tance of  education  as  a foundation 
for  these  other  goals. 

The  most  important  finding  in 
this  survey  is  that  physicians  are 
not  opposed  to  the  establishment 
of  ethics  committees.  The  data 
show  that  nearly  nine  of  10  physi- 
cians believe  ethics  committees 
are  needed  in  hospitals.  Further, 
79%  do  not  believe  committees 
would  interfere  with  their  prac- 
tice, and  at  least  four  of  five 
would  use  an  ethics  committee  if 
faced  with  a difficult  ethical  issue. 
These  figures  show  ethics  commit- 
tees are  not  viewed  as  unwelcome 
by  most  physicians.  Almost  half 
of  the  subjects  claimed  to  have 
had  an  enigmatic  case  for  which 
an  ethics  committee  might  have 
been  employed;  this  is  evidence 
that  at  least  the  availability  of  a 
committee  would  be  of  value  to 
those  who  wished  to  use  them. 

Conclusion 

As  medicine  enters  the  next  de- 
cade, it  finds  itself  caught  in  an 
era  of  increasingly  complicated 
ethical  concerns  that  are  begin- 
ning to  demand  immediate  atten- 
tion. Many  hospitals  have  formed 
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ethics  committees  to  meet  this 
demand.  As  their  numbers  have 
increased,  they  have  been  the 
subject  of  much  debate  as  to  their 
necessity,  development  and  role. 
Most  of  the  physicians  responding 
to  this  survey  assert  their  recep- 
tiveness to  ethics  committees  and 
many  appear  willing  to  use  them. 
The  opinions  of  physicians,  who 
are  among  primary  beneficiaries, 
are  important  with  regard  to  a 
committee's  capacity  to  serve 
them,  and,  subsequently,  to  serve 
patients. 

In  addition  to  the  issues  dis- 
cussed in  this  paper,  several  other 
areas  need  to  be  addressed,  many 
of  which  arise  from  the  results  of 
this  study.  For  example,  since  it 
appears  that  most  physicians  are 
willing  to  accept  and  employ  eth- 
ics committees,  an  obvious  ques- 
tion would  be  to  inquire  just  how 
often  they  do  so.  Together,  the 
two  hospitals  reviewed  only  15 
cases  last  year,  a low  number  in 
light  of  the  data  above  that  sug- 
gest a far  greater  number  of  cases 
exist.  Further  data  must  be  col- 
lected to  resolve  this  disparity. 

Many  opinions  have  been 
offered  regarding  ethics  commit- 
tee functions,  membership  and 
access,  so  it  would  be  interesting 
to  discover  how  well  these  beliefs 
correlate  with  current  practice. 
Other  concerns  include:  the  legal 
liability  of  ethics  committees  and 
their  members,  the  ability  of  a 
committee  to  maintain  confidenti- 
ality during  case  reviews  and  the 


financial  resources  of  a hospital  to 
initiate,  develop  and  maintain  a 
functioning  committee.  A study 
soliciting  the  opinions  of  other 
groups,  such  as  nurses,  adminis- 
trators, attorneys  and  members  of 
the  clergy,  would  also  add  to  our 
knowledge. 

I suspect  that,  in  their  infancy, 
ethics  committees  have  done  well 
to  begin  to  stir  the  waters  of  ethi- 
cal issues  that  for  many  years 
have  been  calm;  at  the  same  time, 
however,  we  must  continue  to 
evaluate  their  performance  and 
direction  so  that  they  will  be  fully 
appreciated  as  they  progress  to- 
ward the  goals  we  set  for  them.  □ 
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Doctors,  families  and  difficult 
decisions:  The  implications 
of  the  Lawrance  case 


James  J.  Nocon,  M.D.,  J.D. 
Indianapolis 

T he  Indiana  Supreme  Court 
has  held  that  the  parents  of  a pa- 
tient in  a persistent  vegetative 
state  may  authorize  the  with- 
drawal of  artificially  provided 
nutrition  and  hydration  from  their 
never-competent  daughter.1  "The 
law  of  our  state  permits  families 
to  decide,  in  consultation  with 
their  physicians,  that  tube  feeding 
of  a loved  one  in  a persistent  veg- 
etative state  should  be  ended. 

Our  law  permits  them  to  make 
these  decisions  without  coming  to 
court.  When  there  is  not  unanim- 
ity amongst  those  with  tangible 
professional  or  personal  interest  in 
the  patient,  the  courts  are  avail- 
able to  resolve  the  dispute  if  need 
be."1 

The  justices  of  the  Indiana 
Supreme  Court  are  to  be  praised 
for  their  thoughtful  and  reasoned 
approach  to  a difficult  issue. 

Most  importantly,  they  gave 
weight  to  the  testimony  of  physi- 
cians especially  skilled  in  medical 
ethics,  they  cited  the  ethical 
guidelines  regarding  nutrition  and 
hydration  noted  by  the  Indiana 
State  Medical  Association,  and 
they  repeatedly  emphasized  the 
role  of  the  physician  in  their  deci- 
sion. This  is  in  stark  contrast  to 
the  U.S.  Supreme  Court  decision 
in  Cruzan  v.  Director,  Missouri 
Dept,  of  Health.2  In  this  similar 
case,  the  justices  paid  virtually  no 
attention  to  the  role  of  physician 
or  the  physician-patient  relation- 
ship in  such  issues. 

The  Cruzan  case  held  that  the 
family  or  a surrogate  did  not  have 
a constitutional  right  in  Missouri 


to  substitute  judgment  for  the 
patient  without  clear  and  convinc- 
ing evidence  that  the  patient  de- 
sired not  to  have  life  prolonged.3 
However,  the  decision  does  not 
establish  this  standard  nationally. 
Justice  Sandra  Day  O'Connor's 
concurrence  indicates  that  this 
area  of  the  law  was  best  left  to  the 
"laboratory  of  the  states."4  This 
article  will  address  the  three  ma- 
jor issues  decided  in  the  Lawrance 
case,  the  role  of  the  physician  in 
these  issues  and  some  of  the  ques- 
tions that  remain  in  Indiana's 
"laboratory." 

The  first  issue  the  Indiana 
Justices  studied  was  the  Model 
Health  Care  Consent  Act  (HCCA) 
to  determine  whether  this  law 
applied  to  decisions  to  withdraw 
artificially  provided  nutrition  and 
hydration.3  The  HCCA  or  "Sub- 
stituted Judgment  Law"  applies  to 
"health  care"  decisions,  which  are 
defined  as  any  care,  treatment, 
service  or  procedure  to  maintain, 
diagnose  or  treat  an  individual's 
physical  or  mental  condition.  It 
also  includes  admission  to  a 
health  care  facility.6 

In  its  analysis,  the  court  noted 
that  Indiana  common  law,  its  con- 
stitution and  its  statutes  "reflect  a 
commitment  to  patient  self-deter- 
mination."7 "The  patient's  right 
of  self-determination  is  the  sine 
qua  non  of  the  physician's  duty  to 
obtain  informed  consent."8  The 
court  concluded  that  "artificial 
nutrition  and  hydration  is  treat- 
ment that  a competent  patient  can 
accept  or  refuse,  that  the  family  of 
an  incompetent  patient  can  accept 
or  refuse  it  on  behalf  of  the  pa- 
tient, and  that  the  procedures  of 
the  HCCA  apply  to  such  deci- 
sions."9 The  net  effect  of  the 


Lawrance  decision  is  to  include 
artificial  nutrition  and  hydration 
decisions  in  the  definition  of 
"health  care"  under  the  HCCA. 

The  second  issue  involved 
whether  justice  proceedings  are 
required  to  allow  families  to  put 
their  decisions  into  action  if  the 
HCCA  does  apply  to  decisions 
about  nutrition  and  hydration. 

The  Supreme  Court  noted  that  the 
HCCA  was  written  for  a society 
in  which  health  care  decisions  are 
routinely  made  by  families  on 
advice  of  their  physicians.  The 
court  concluded  that  the  legisla- 
ture designed  the  HCCA  to  oper- 
ate without  court  intervention  in 
instances  where  none  of  the  inter- 
ested participants  disagree.10 

The  Supreme  Court  noted  that 
Indiana  Code  § 16-8-12-4  estab- 
lishes the  conditions  and  the  de- 
sired priority  for  substituted  judg- 
ment as  follows:  1)  the  patient 
must  be  incapable  of  consenting 
for  her  own  health  care;  2)  the 
patient  has  not  appointed  a health 
care  representative  as  allowed 
under  Indiana  Code  § 16-8-12-6;  3) 
the  patient  has  no  guardian  or 
health  care  representative  as  al- 
lowed under  Indiana  Code  § 16-8- 
12-7;  and  4)  the  patient  has  not 
disqualified  her  parents  as 
decisionmakers  under  Indiana 
Code  § 16-8-12-8.  When  these 
conditions  are  met,  then  the 
"spouse,  parent,  adult  child  or 
adult  sibling"  may  make  the 
health  care  decisions  allowed  by 
the  HCCA.11 

Families  and  physicians  do 
not  have  unbridled  discretion  in 
treatment  decisions.  Nor  are  the 
justices  so  naive  as  to  think  that 
doctors  do  not  have  influence  and 
control  over  what  facts  are  pre- 
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sented  to  the  family  and  the  ulti- 
mate decision  itself.  Thus,  the 
court  expects  the  primary  defense 
against  abuse  to  be  the  "ethical 
guidelines  of  the  medical  profes- 
sion" and,  secondarily,  ethics 
committees.12  As  long  as  the  good 
faith  requirement  of  the  HCCA  is 
met  and  the  doctor  and  family 
unanimously  agree  to  the  course 
of  action,  complete  immunity  is 
given  for  the  physician's  role  in 
such  decisions.13 

The  third  issue  before  the 
court  was  whether  the  Marion 
Superior  Court  erred  when  it  ap- 
pointed a temporary  limited 
guardian  for  Ms.  Lawrance.  The 
Supreme  Court  found  that  the 
lower  court's  decision  was  clearly 
erroneous.  This  is  because  the 
critical  element  for  appointing 
such  a guardian,  that  no  other 
person  has  authority  to  act  in  the 
circumstances,  could  not  be  ful- 
filled in  this  case  because  the 
HCCA  allows  other  people,  such 
as  the  family,  to  act.  Since  there 
were  family  members  available  to 
make  the  decision,  there  was  no 
basis  to  appoint  a temporary 
guardian. 

Although  the  HCCA  allows 
for  a challenge  to  health  care  deci- 
sions, it  must  come  from  a "health 
care  provider  or  any  interested 
individual."14  The  Supreme  Court 
emphatically  stated  that  neither  of 
the  temporary  guardians  were 
health  care  providers  nor  were 
they  "interested"  in  Ms.  Lawrance 
in  anything  other  than  a generic 
sense.  "If  the  General  Assembly 
intended  to  permit  strangers  to 
litigate  family  decisions,  it  could 
have  said  a challenge  may  be 
mounted  by  'any  individual.'  The 
use  of  the  word  'interested'  sug- 
gests that  strangers  need  not  ap- 
ply."13 


The  physician  has  a well  de- 


fined role  in  this  process.  First, 
the  doctor  must  ascertain  that  the 
conditions  for  substituted  judg- 
ment are  met.  Simply  put,  pa- 
tients make  their  own  treatment 
decisions  with  the  advice  of  their 
physicians;  family  members,  and 
sometimes  other  people,  partici- 
pate when  the  patient  cannot.16 
Second,  the  doctor  and  the  family 
must  be  able  to  demonstrate  una- 
nimity in  agreement.  Third,  the 
doctor  must  take  into  consider- 
ation other  "interested"  people 
who  may  have  standing  to  chal- 
lenge the  decision.  Most  impor- 
tantly, physicians  should  never 
lose  sight  of  the  fact  that  they  are 
the  patient's  advocate. 

The  problems  for  the  doctor, 
in  situations  such  as  the  Lawrance 
case,  fall  into  three  general  catego- 
ries. First,  there  may  be  no  identi- 
fiable family.  This  is  a situation 
in  which  a temporary  guardian 
may  be  appointed  and  other  "in- 
terested" people,  but  not  strang- 
ers, may  eventually  make  treat- 
ment decisions.  In  this  situation, 
a hospital  administrator  or  a hos- 
pital ethics  committee  may  fulfill 
the  definition  of  an  "interested" 
party.  It  would  be  prudent  to 
demonstrate  unanimity  amongst 
the  health  care  providers  and 
these  "interested"  people. 

Second,  the  doctor  will  cer- 
tainly be  caught  in  the  crossfire 
when  there  is  no  unanimity 
within  the  family.  This  may  occur 
when  one  member  wants  "every- 
thing possible  to  be  done"  while 
other  members  have  accepted  the 
reality  of  the  situation.  Although 
ethics  committees  are  loath  to 
mediate  such  disputes,  their  input 
may  be  helpful  for  the  physician, 
especially  to  convince  a family 
member  that  a situation  is  hope- 
less. The  clergy  is  especially  help- 
ful in  such  situations.  Nonethe- 


less, if  unanimity  cannot  be  estab- 
lished, the  doctor's  role  is  to 
maintain  advocacy  for  the  patient 
and  not  take  sides.  When  there  is 
not  unanimity,  the  courts  are 
available  to  resolve  the  dispute,  if 
need  be.17 

Third,  "interested"  people 
may  have  a substantial  influence 
on  the  family.  For  example,  due 
to  their  personal  perspectives  on 
life-prolonging  care,  hospital  or 
nursing  home  personnel  may  be 
at  odds  with  the  family.  Under 
the  HCCA,  the  health  care  pro- 
vider may  challenge  the  treatment 
decisions  or  lack  thereof.  In  fact, 
as  the  patient's  advocate,  the  doc- 
tor has  an  affirmative  duty  to 
follow  the  standard  of  care  and 
prevent  injustice.18  In  this  regard, 
the  language  in  the  Lawrance  case 
denotes  respect  for  the  decisions 
of  ethics  committees  in  such  situa- 
tions.19 

Other  issues  in  substituted 
judgment  cases  may  cause  prob- 
lems for  the  physician.  One  is 
that  the  interests  of  family  mem- 
bers are  interconnected.  For  ex- 
ample, the  cost  of  medical  care  for 
a terminally  ill  patient  or  one  in  a 
persistent  vegetative  state  may 
exhaust  the  resources  of  the  sur- 
viving spouse  or  children.  Should 
these  financial  interests  be  an  is- 
sue for  the  doctor,  particularly  if 
the  spouse  who  died  might  have 
chosen  other  medical  treatments 
to  avoid  such  an  outcome?20  Fur- 
thermore, does  the  financial  inter- 
ests of  the  hospital,  nursing  home 
or  insurer  make  these  parties  suf- 
ficiently "interested"  to  challenge 
the  family's  decision? 

Another  issue  focuses  on  the 
definition  of  "family."  Are  people 
other  than  a spouse,  parent,  adult 
child  or  adult  sibling,  who  pro- 
vide caring  and  nurturing  that  is 
not  provided  by  the  traditional 
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family,  less  capable  or  knowledge- 
able about  the  patient?  It  should 
be  emphasized  that  the  underly- 
ing principle  behind  substituted 
judgment  is  for  the  surrogates  to 
try  to  determine  what  the  patient 
would  have  wanted  if  he  or  she 
were  competent  to  chose.  In  real- 
ity, the  family  is  going  to  look  to 
the  doctor  for  advice;  due  to  the 
physician-patient  relationship,  the 
doctor  may  be  the  only  one  who 
has  any  insight  into  these  issues.21 

No  Supreme  Court  decision 
can  be  expected  to  resolve  all  of 
the  issues  that  arise  in  the  with- 
drawal of  life  support  or  similar 
cases.  Critics  of  the  Laivrance  de- 
cision consistently  argue  that  the 
state  has  a crucial  function  to  pro- 
tect adequately  the  lives  of  its 
citizens,  ostensibly  because  the 
right  to  live  is  a precondition  to 
all  other  rights.21  The  problem 
with  this  position  is  it  gives  the 
state  the  raw  power  to  follow  an 
impersonal  technological  impera- 
tive to  treat  merely  because  it  is 
possible  to  do  so.22  The  Indiana 


Supreme  Court  wisely  rejected 
this  alternative  and  has  appropri- 
ately placed  the  burden  for  these 
decisions  exactly  where  it  should 
remain:  out  of  the  courtroom  and 
between  physicians,  patients  and 
their  families.  □ 

The  author  is  an  assistant  profes- 
sor in  the  Department  of  Obstetrics 
and  Gynecology  at  the  Indiana  Uni- 
versity School  of  Medicine  in  India- 
napolis and  is  an  attorney. 


Correspondence:  James  J.  Nocon, 
M.D.,  J.D.,  Wishard  Memorial  Hos- 
pital, 1001  West  10th  Street,  F-509, 
Indianapolis,  IN  46202. 
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LEXINGTON  CLINIC: 
PRESCRIPTION  FOR 
SUCCESS 


Join  a dynamic,  fast-growing, 
multi-specialty  group  practice 
located  in  the  rapidly  expand- 
ing Bluegrass  region.  We  are  seek- 
ing motivated  physicians  to  become 
part  of  our  health  care  team. 

Founded  by  Mayo  Clinic  trained 
physicians  in  1920,  Lexington 
Clinic  continues  to  be  a respected 
leader  in  health  care.  We  are  a 
major  business  organization  with 
an  aggressive  growth  program. 

If  you’re  interested  in  making  a 
difference,  explore  this  outstanding 
career  opportunity.  Consider  join- 
ing our  innovative  health  care 
resource  center  serving  Central  and 
Eastern  Kentucky,  as  well  as  Ohio, 
Tennessee,  and  West  Virginia. 

Lexington  Clinic  is  located  in 
Lexington,  the  heart  of  the  pic- 
turesque Bluegrass  region  of  Ken- 
tucky. Long  established  as  a major 
employer  in  the  region,  Lexington 
Clinic  is  expanding  services  to  con- 
tinue providing  exemplary  health 
care  to  patients. 

Come  join  our  team  of  110  physi- 
cians in  27  specialties  and  be  a part 
of  the  vital  role  that  multi-specialty 
clinics  will  be  playing  in  the  future 
of  health  care. 

To  foster  professional  growth 
and  fulfill  your  goals,  call  1-800- 
523-7592  to  learn  more  about 
Lexington  Clinic.  Materials  will  be 
sent  confidentially. 


Specialty  areas  targeted 

for  recruitment  include: 

Allergy 

Cardiology 

Dermatology 

Family  Practice 

Gastroenterology 

Hematology/Oncology 

Infectious  Diseases 

Internal  Medicine 

Neurology 

Neurosurgery 

Obstetrics/Gynecology 

Occupational  Medicine 

Ophthalmology 

Orthopaedics 

Otolaryngology 

Pathology 

Pediatrics 

Physiatry 

Pulmonary 

Rheumatology 

Surgery  - General 

Surgery  - Plastic 

Urology 


Lexington  Clinic,  P.S.C. 
1221  South  Broadway 
Lexington,  KY  40504 
1-800-523-7592 


■ commentary 


Leo  J.  McCarthy,  M.D. 

Yenshen  Hsueh,  M.D. 

Constance  Danielson,  M.D.,  Ph.D. 
Alessandra  Thelia,  M.D. 

"\A/" hen  the  hepatitis  C virus 
(HCV)  was  identified  and  an  assay 
was  developed  to  detect  its  anti- 
body, there  was  considerable  opti- 
mism that  most,  if  not  all,  cases  of 
non-A,  non-B  (NANB)  hepatitis 
could  be  identified  among  blood 
donors  and  recipients.  The  hepati- 
tis C antibody  (HCV  Ab)  test  was 
implemented  in  the  United  States 
in  May  1990.  What  have  we 
learned? 

What  does  a positive  HCV  test 
mean? 

The  sensitivity  and  specificity  of 
the  HCV  Ab  test  remain  concerns. 
Chiron  Corporation's  current 
screening  assay's  sensitivity  is 
about  85%  but  may  be  improved 
to  nearly  95%  when  a new  assay  is 
licensed.  The  American  Red  Cross 
tested  nearly  25,000  samples  (per- 
sonal communication)  and  found 
initially  positive  samples  were 
repeatedly  positive  in  about  70% 
of  samples.  Of  the  repeatedly 
positive  samples,  only  37%  tested 
positive  with  recombinant 
immuno  blot  assay  (RIBA),  47% 
tested  negative,  and  16%  gave 
indeterminate  results  (neither  posi- 
tive nor  negative). 

The  Central  Indiana  Regional 
Blood  Center  and  Indiana  Univer- 
sity Medical  Center  in  Indianapo- 
lis studied  54  HCV  samples  found 
to  be  antibody  positive  also  using 
Ortho  reagents.  Seventy-two  per- 
cent of  the  samples  were  repeat- 
edly positive.  The  repeatedly 
positive  samples  were  then  tested 
using  supplemental  tests  (a  neu- 
tralization and  peptide/EIA  tests). 
Fifty-six  percent  remained  posi- 
tive, 39%  were  negative,  and  5% 


Hepatitis  C 


were  indeterminate.  Thus,  our 
results  show  similar  trends.  Sig- 
nificant limitations  of  HCV  testing 
still  exist.  Currently,  there  is  no 
confirmatory  test.  A comprehen- 
sive assessment  of  anti-HCV  test- 
ing will  be  published  in  the  Mor- 
bidity and  Mortality  Weekly  Report. 

How  is  HCV  transmitted? 

The  Centers  for  Disease  Control 
(CDC)  estimates  approximately 
170,000  cases  of  NANB  (non-A, 
non-B)  hepatitis  occur  yearly. 
About  70%  of  these  will  test  posi- 
tive for  HCV  antibody  within  a 
year.  Only  10%  of  all  NANB 
cases  have  been  associated  with 
blood  transfusions  or  intravenous 
drug  abuse.  However,  80%  to 
85%  of  post-transfusion  cases  have 
been  anti-HCV  positive.  House- 
hold and  sexual  transmission 
routes  are  currently  controversial. 
However,  a CDC  study  found  that 
patients  with  anti-HCV  have  10- 
fold  higher  rates  of  multiple 
sexual  partners  in  the  past  six 
months  compared  to  those  with- 
out antibody.  Conversely,  an- 
other report  showed  that  among 
gay  men  (a  reliable  index  of 
sexual  transmissibility)  there  is 
only  a 15%  rate  of  HCV  infection, 
higher  than  the  control  group  but 
lower  than  rates  of  hepatitis  B and 
HIV  infections.  The  female  part- 
ners of  HCV-positive  male  intra- 
venous drug  users  have  only  20% 
HCV  positivity  rates. 

Currently,  there  is  no  evi- 
dence regarding  mother  to  child 
transmission.  Since  the  HCV  is 
similar  to  flavi  viruses  (Arbovirus 
family),  insect  transmission  may 
be  possible. 

The  CDC  provides  interpreta- 
tion and  counseling  regarding 
HCV  transmission  and  epidemiol- 
ogy. For  more  information,  call 
the  CDC  at  (404)  332-4555.  The 
January  issue  of  Vox  Sanguinis 


contains  an  in-depth  discussion  of 
this  subject. 

Should  HCV  look-back  be  done? 

In  September  1990,  the  American 
Association  of  Blood  Banks  con- 
cluded that  a "targeted"  look-back 
of  transfusion  recipients  who  re- 
ceived blood  from  donors  now 
anti-HCV  positive  would  not  be 
useful.  Their  conclusion  was 
based  on  the  experience  of  HIV 
look-back  and  HCV  pilot  pro- 
grams conducted  at  the  Cincinnati 
Hoxworth  Blood  Center. 

Hoxworth  notified  all  prior  trans- 
fusion recipients  at  risk  for  HCV 
infection  but  only  1%  responded. 
Consequently,  education  pro- 
grams have  been  recommended. 

Is  the  HCV  patient  treatable? 

In  August  1990,  the  U.S.  Food  and 
Drug  Administration  approved 
alfa  interferon  for  treating  patients 
with  HCV  infections.  About  10% 
of  treated  patients  have  entered 
remission.  Patients  with  anti- 
HCV  should  be  referred  to  a phy- 
sician. Information  on  alfa  inter- 
feron, including  physicians 
knowledgeable  in  its  usage,  may 
be  obtained  by  calling  1-800-446- 
8766.  □ 

Dr.  McCarthy  is  director  of 
transfusion  medicine  at  Indiana  Uni- 
versity Hospital  in  Indianapolis.  Dr. 
Hsueh  i oas  medical  director,  and  Dr. 
Thelia  is  acting  medical  director  at 
the  Central  Indiana  Regional  Blood 
Center  in  Indianapolis.  Dr. 

Danielson  is  the  director  of  transfu- 
sion medicine  at  Wishard  Memorial 
Hospital  in  Indianapolis. 


Correspondence  and  reprints: 
Leo  }.  McCarthy,  M.D.,  Department 
of  Pathology,  University  Hospital 
N440,  926  W.  Michigan  St.,  India- 
napolis, IN  46202-5283. 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF 

HEALTH  PROFESSIONS 
COLLECT 
(317)  848-5830 


■ letter  to  the 


Editor’s  note:  The  following 
letter  ums  sent  to  C.  Dyke  Egnatz, 
M.D.,  in  response  to  a letter  Dr. 
Egnatz,  the  new  ISMA  president, 
sent  to  all  ISMA  members.  The  let- 
ter listed  the  benefits  of  ISMA  mem- 
bership and  urged  physicians  to  con- 
tinue their  support  of  organized 
medicine. 

'Thank  you  for  your  recent 
letter  to  ISMA  members  regarding 
the  current  and  future  issues  fac- 
ing us.  I greatly  appreciate  the 
efforts  of  ISMA  on  behalf  of 
Indiana's  physicians. 

I recently  moved  to  Anderson 
from  Kalamazoo,  Mich.  There 
were  multiple  sources  of  my  dis- 
satisfaction with  the  situation  in 
Kalamazoo,  but  some  of  the  issues 
addressed  in  your  letter  led  to  an 
adverse  impact  on  my  ability  to 
practice  in  Michigan.  In  Michi- 
gan, we  were  receiving  20  to  35 
cents  on  each  dollar  that  was 
billed  to  Medicare,  and  this  reim- 
bursement was  generally  delayed 
for  many  months. 

An  indirect  consequence  of 
this  adverse  economic  impact  led 
to  a reduced  ability  on  our  part  to 
recruit  other  hematologists/ 
oncologists  to  our  practice.  Be- 
cause of  this,  my  work  day  was 
generally  14  to  16  hours,  thereby 
reducing  the  time  I could  use  to 
keep  current  on  the  medical  litera- 
ture or  spend  with  my  family.  At 
least  in  Michigan,  Medicare  also 
habitually  developed  new  rules 
restricting  our  reimbursement 
without  notifying  the  physicians 
involved.  Most  of  the  time,  these 
restrictions  had  little  or  nothing  to 
do  with  medical  care  but  ap- 


editor 


peared  to  be  designed  to  provide 
an  excuse  for  non-payment  or 
partial  payment.  This  probably 
had  something  to  do  with  the 
hospitals'  inclination  to  look  upon 
oncologists  in  Kalamazoo  with 
disfavor.  I received  several  indi- 
rect comments  that  led  me  to  be- 
lieve that  the  hospitals  considered 
us  a financial  drain  on  the  institu- 
tions. This  may,  at  least  partially, 
explain  why  we  had  inadequate 
facilities,  equipment  and  staffing 
to  properly  care  for  oncology  pa- 
tients. Eventually,  these  problems 
frustrated  me  enough  to  move  to 
Indiana. 

When  I discuss  conditions  in 
Michigan  with  physicians  in 
Anderson,  they  have  been  sur- 
prised. My  impression  is  that 
Medicare  reimbursement  is  at 
least  somewhat  better  here  in 
Indiana  than  it  was  in  Michigan. 

Another  problem  cited  in 
your  letter  is  that  the  present  tort 
system  could  be  adversely  im- 
pacted by  a change  in  the  Indiana 
Medical  Malpractice  Act.  Al- 
though my  premiums  for  profes- 
sional liability  coverage  in  Michi- 
gan were  not  particularly  expen- 
sive, I will  pay  less  than  one-third 
of  what  I paid  in  Michigan  for 
coverage  in  Indiana. 

As  you  know,  there  are  essen- 
tially no  incentives  dissuading  an 
attorney  from  entering  litigation 
with  a physician  in  Michigan. 

The  plaintiff  and  attorney  know 
there  will  be  some  financial  re- 
ward for  their  endeavors  against  a 
doctor  in  Michigan,  in  some  cases 
unrelated  to  mismanagement  or 
negligence  on  the  physician's  part. 
This  leads  to  costly  defensive 
medicine  and  cost  shifting  by 


hospitals,  resulting  in  escalating 
medical  care  costs. 

Indiana  should  be  com- 
mended for  developing  a system 
that  effectively  balances  the  rights 
and  protection  of  patients,  hospi- 
tals and  doctors.  Because  of 
Medicare  reimbursement  prob- 
lems, a high  litigation  rate  and  the 
large  awards  granted  by  courts  to 
the  plaintiffs  in  Michigan,  patient 
care  is  adversely  affected  because 
of  dwindling  financial  resources 
and  the  practice  of  increased  test 
ordering  for  protective  purposes. 

It  concerns  me  that  Indiana  is 
still  at  risk  of  taking  a path  similar 
to  that  of  Michigan,  which  already 
has  proven  disastrous.  I fear  that 
the  citizens  of  Indiana  may  not 
fully  appreciate  the  benefits  of 
differences  in  their  health  care 
systems  compared  to  those  in 
Michigan.  I am  now  practicing  in 
Indiana  largely  because  of  those 
differences.  If  the  Medicare,  mal- 
practice and  other  factors  deterio- 
rate in  Indiana,  I might  have  to 
consider  another  move  to  a differ- 
ent state.  I hope  the  policy  mak- 
ers in  the  state  government  are 
aware  that  there  may  be  other 
young  physicians  who  have  simi- 
lar opinions. 

Thank  you  again  for  your 
continuing  work  on  the  behalf  of 
not  only  doctors  in  Indiana  but 
the  citizens  at  large.  I will  con- 
tinue my  membership  with  ISMA. 

- Brian  L.  Eddy,  M.D.,  Anderson.  □ 

Correspondence:  Brian  L.  Eddy, 
M.D.,  Wilbur  S.  Roby  Medical  Office 
Bldg.,  141  W.  22nd  St.,  Suite  315, 
Anderson,  IN  46016-4315. 
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To  SEE  BEYOND 
THE  NEEDS  OF  TODAY... 


YOU  NEED  CALYX 

Calyx  provides  powerful  software 
solutions — written  to  manage  the 
changing  regulations  facing  the  modern 
medical  practice.  Easy  to  learn. 

Easy  to  use.  Easy  to  produce  results. 


A FLAGSHIP  COMPANY 

150  N.  Sunnyslope  Road,  Suite  375, 
Brookfield,  WI  53005 
Phone  (800)  558-2208 
Fax  (414)  782-3182 


Van  Ausdall  & Farrar,  a specialist  in 
medical  practice  automation  for  over 
75  years,  has  teamed  up  with  Calyx  to 
provide  the  total  solution  to  your  prac- 
tice's needs.  For  more  information 
call  (317)  634-2913. 


VanAusdall 
+ Farrar  s 

TOTAL  OFFICE  — 

AUTOMATION 

1214  North  Meridian  Street 
Indianapolis,  Indiana  46204 
Phone  (317)  634-2913 
Fax  (317)  638-1843 
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■the  wounded  healer 

A Power  greater  than  ourselves 


Kete  Cockrell,  M.D. 

Plainfield,  Ind. 

' J.  'he  chemically  dependent 
person  is  mentally,  physically, 
spiritually  and  financially  bank- 
rupt at  the  time  of  diagnosis. 
Cognitive  function  is  temporarily 
or  permanently  impaired.  Psy- 
chosomatic and/or  pathological 
processes,  ranging  from  functional 
bowel  syndrome  to  cirrhosis,  are 
usually  multiple  in  the  same  per- 
son. Overwhelming  feelings  of 
shame  and  guilt  make  the  person 
conclude  he  or  she  is  “unworthy" 
of  forgiveness  and,  therefore,  per- 
manently rejected  by  a spiritual 
being.  Home  loan  foreclosure, 
employment  or  business  jeopardy, 
delinquent  taxes  and  credit  cards 
with  outstanding  maximum  bal- 
ances exist  in  varying  combina- 
tions. 

This  "bankrupt"  state  is  com- 
plicated by  the  final,  usually  dev- 
astating, event  that  leads  to  the 
person's  identification  as  chemi- 
cally dependent.  Arrest,  divorce, 
hospitalization,  serious  personal 
injury  and/or  loss  of  gainful  em- 
ployment are  examples  of  these 
events.  Stress  generated  by  these 
events  "overloads"  an  already 
dysfunctional  emotional  system. 
Depression  with  suicidal 
thoughts,  gestures  or  attempts  is 
common. 

The  pathological  biophysiol- 
ogy associated  with  chemical  de- 
pendency accentuates  the  depres- 
sion and  adversely  affects  at- 
tempts at  therapy.  Spontaneous 
mood  swings  varying  from  elation 
to  deep  depression  result.  Precipi- 
tating factors  are  non-existent  and, 
predictably,  indefinable.  Aware 
of  these  moods  and  unable  to 
explain  them,  the  person  fears  for 
his  or  her  sanity.  Reactions  to 
these  fears  are  extreme  and  vary 
from  rage  with  violence  to  re- 


morse with  isolation.  Finally,  the 
patient  is  overcome  by  absolute 
helplessness  and  hopelessness. 

Physical  pain  associated  with 
withdrawal  from  alcohol  and 
drugs  adds  to  the  patient's  emo- 
tional distress.  Diaphoresis,  hy- 
pertension, headache,  indigestion, 
diarrhea,  constipation,  confusion 
and  trembling  are  experienced. 
Insomnia,  nightmares  and  agita- 
tion enhance  the  physical  discom- 
fort and  emotional  concern  associ- 
ated with  these  symptoms. 

The  person's  impaired  coping 
mechanisms  perceive  the  use  of 
chemicals  as  the  only  option  for 
relief.  Environmental  condition- 
ing coupled  with  pathological 
biochemical  and  physiological 
alterations  combine  to  create  a 
powerful  and  overwhelming  men- 
tal obsession  and  physical  com- 
pulsion to  use  drugs,  including 
alcohol.  The  person  denies  the 
disease  to  the  point  of  resisting  all 
recognized  therapies. 

During  this  period,  the  person 
will  do  whatever  is  necessary  to 
procure  and  use  drugs,  including 
alcohol.  If  hospitalized,  the  pa- 
tient behaves  in  a manner  in- 
tended to  exhibit  the  justification 
for  prescription  of  mood-  or 
mind-altering  drugs.  If  this  "drug 
seeking"  behavior  is  unsuccessful, 
the  patient  resorts  to  rationalizing 
justification  for  leaving  the  hospi- 
tal. Examples  of  rationalizations 
include  "My  dog  is  not  being 
properly  cared  for,"  "I  need  to 
pick  up  my  new  car,"  "My  wife 
(husband)  cannot  get  along  with- 
out me,"  and  "I  can't  afford  to 
miss  work." 

Incarceration,  divorce,  unem- 
ployment, rapid  physical  decom- 
pensation and  death  are  possible 
consequences  of  leaving  the  hospi- 
tal against  medical  advice.  How- 
ever, the  "rationalizations"  are 
accepted  as  truth  by  the  patient, 
and  he  or  she  leaves  against  medi- 


cal advice.  The  patient's  patho- 
logical willingness  to  sacrifice 
personal  freedom  and  accept  im- 
pending death  in  pursuit  of  drugs, 
including  alcohol,  is  an  expression 
of  the  total  control  and  infinite 
power  associated  with  the  mental 
obsession  and  physical  compul- 
sion of  chemical  dependency. 

Abstinence,  the  first  step  in  a 
program  of  recovery,  requires 
neutralization  of  this  mental  ob- 
session and  physical  compulsion. 
Thirty  or  60  days  of  continuous 
abstinence  are  not  uncommon. 
However,  these  are  usually  fol- 
lowed by  indeterminate  periods  of 
active  addiction,  disease  progres- 
sion and  accelerated  self  destruc- 
tion. Consequently,  "relapse," 
defined  as  return  to  active  addic- 
tion after  a period  of  abstinence,  is 
recognized  as  a common  symp- 
tom of  chemical  dependency. 

Realistically,  relapse  cannot 
occur  unless  a period  of  recovery 
has  existed.  Recovery  cannot  exist 
unless  the  patient  is  practicing  a 
program  of  recovery  and  suffi- 
cient time  has  elapsed  for  reversal 
of  the  pathological  biochemical 
and  physiological  changes  to  oc- 
cur. The  minimum  time  necessary 
for  significant  reversal  is  one  year. 
Completion  of  the  process  re- 
quires at  least  two  years. 

Clinically,  a person  who  re- 
sumes the  use  of  drugs,  including 
alcohol,  in  the  first  or  second  year 
of  continuous  abstinence  is  not  in 
relapse  but  is  continuing  an  addic- 
tive state.  These  people  are  re- 
ferred to  as  "dry  drunks,"  imply- 
ing they  are  abstinent  but  not 
progressing  in  recovery.  The  dry 
drunk  hasn't  sufficient  Power  to 
neutralize  the  mental  obsession 
and  physical  compulsion  of 
chemical  dependency.  Therefore, 
there  is  always  a return  to  the  use 
of  drugs,  including  alcohol,  re- 
gardless of  the  consequences. 

Identifying  the  source  of  this 
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Power  and  devising  a method  to 
facilitate  patient  acceptance  has 
challenged  physicians,  therapists, 
ministers  and  others  for  years.  It 
now  is  generally  accepted  that 
this  Power  is  available  from  a 
combination  of  surrender  to  and 
participation  in  a 12-Step  Program 
of  recovery.  The  number  of 
people  who  maintain  recovery 
(abstinence)  without  participation 
in  a 12-Step  Program  is  minimal. 

Most  professionally  accredited 
addictions  therapy  programs  are 
12-Step  oriented.  Individual  and 
group  psychotherapy  supplement 
the  12-Step  concept. 

When  a patient  enters 
therapy,  he  is,  by  definition,  men- 
tally and  physically  incapable  of 
recovery.  Pathological  aberrations 
in  neurotransmitters  and  receptors 
preclude  "normal"  emotional  re- 
sponses and  rational  thought  pro- 
cesses. Long-standing  environ- 
mental conditioning  has  re-en- 
forced the  use  of  drugs,  including 
alcohol,  as  the  answer  to  all  prob- 
lems - real  or  imagined.  Minimal 
support  is  available  from  family, 
friends  and  employers.  Legal, 
financial  and  emotional  stressors 
are  overwhelming. 

Incapable  of  recovery  himself, 
the  patient  must  find  a Power 
outside  himself  with  sufficient 
strength  to  neutralize  an  obses- 
sion. This  Power  must  be  om- 
nipotent, perpetual  and  accessible. 
Reliance  on  the  strength  and  will- 
ingness of  this  Power  to  relieve 
the  obsession  and  compulsion  to 
use  drugs,  including  alcohol,  re- 
leases the  patient  from  a mental 
and  physical  bondage.  Relieved 
of  this  bondage,  the  patient  can 
direct  his  energies  toward  self 
improvement,  and  sufficient  absti- 
nent time  can  elapse  to  allow 
healing  of  underlying  pathological 
changes. 

Suggesting  finding  a Power 
outside  oneself  to  facilitate  recov- 


ery is  not  a recent  or  unsub- 
stantiated therapeutic  concept. 

Dr.  William  D.  Silkworth,  a psy- 
chiatrist practicing  in  New  York, 
N.Y.,  in  the  early  1900s  and  spe- 
cializing in  the  diagnosis  and 
treatment  of  alcoholics,  wrote  the 
following:  "We  believe,  and  so 
suggested  a few  years  ago,  that 
the  action  of  alcohol  on  these 
chronic  alcoholics  is  a manifesta- 
tion of  an  allergy;  that  the  phe- 
nomenon of  craving  is  limited  to 
this  class  and  never  occurs  in  the 
average  temperate  drinker.  These 
allergic  types  can  never  safely  use 
alcohol  in  any  form  at  all." 

Dr.  Silkworth  continued, 
"Faced  with  this  problem,  if  a 
doctor  is  honest  with  himself,  he 
must  sometimes  feel  his  own  in- 
adequacy. Although  he  gives  all 
that  is  in  him,  it  often  is  not 
enough.  One  feels  that  something 
more  than  human  power  is 
needed  to  produce  the  essential 
psychic  change." 

Dr.  Silkworth  met  Bill  W., 
an  end-stage  alcoholic  who  had 
been  diagnosed  as  "chronic  and 
hopeless"  by  himself  and  a lead- 
ing Swedish  specialist  in  alcohol- 
ism. Dr.  Silkworth  hospitalized 
Bill  in  preparation  for  commit- 
ment to  a mental  institution.  Dur- 
ing this  hospitalization  Bill  W. 
claimed  a spiritual  experience, 
and  after  this  spiritual  experience 
Dr.  Silkworth  observed  evidence 
of  a total  "psychic  change." 

Bill  W.  left  the  hospital  grate- 
ful for  his  sobriety  and  the  Power 
that  had  made  it  possible.  Six 
months  later  during  a business 
trip  to  Akron,  Ohio,  he  became 
depressed  and  almost  drank.  In- 
stead of  going  to  the  bar  in  his 
hotel,  he  called  a friend  who  in- 
troduced him  to  a practicing  alco- 
holic whom  the  friend  had  tried 
to  help  for  some  time.  The  alco- 
holic was  Dr.  Bob,  a proctologist. 

Bill  W.  and  Dr.  Bob  became 


close  friends  and  co-founded  Al- 
coholics Anonymous.  Bill  W. 
wrote  the  book  Alcoholics  Anony- 
mous, including  the  "12  Steps  of 
Alcoholics  Anonymous."  He 
lived  for  more  than  40  years  after 
his  discharge  from  the  hospital 
and  never  took  another  drink  of 
alcohol.  Dr.  Bob  had  one  brief 
relapse  six  months  into  sobriety 
and  lived  the  rest  of  his  life  with- 
out taking  a drink  of  alcohol. 

The  first  three  steps  of  Alco- 
holics Anonymous  are: 

1.  We  admitted  we  were 
powerless  over  alcohol  and  our 
lives  had  become  unmanageable. 

2.  Came  to  believe  that  a 
Power  greater  than  ourselves 
could  restore  us  to  sanity. 

3.  Made  a decision  to  turn 
our  will  and  our  lives  over  to  the 
care  of  God  as  we  understood 
Him. 

From  my  personal  experience 
in  recovery,  I believe  that  a person 
who  does  not  completely  surren- 
der his  or  her  addiction  to  a 
Power  greater  than  himself  or 
herself  through  the  above  steps 
has  very  little  if  any  chance  of 
recovery.  My  observations  during 
the  treatment  of  approximately 
2,000  addicts  and  alcoholics  fur- 
ther confirm  the  above  conviction. 
Progression  through  the  other 
steps,  regular  meeting  attendance 
in  AA,  continued  personal  growth 
and,  if  necessary,  professional 
counseling  are  also  necessary  if 
abstinence,  recovery  and  serenity 
are  to  be  maintained. 

However,  without  a Power 
greater  than  ourselves  to  get  us 
through  those  early  stages  of  re- 
covery, we  alcoholics  would  re- 
main helpless  and  hopeless.  □ 

The  author  is  medical  consultant 
to  the  ISMA  Physician  Assistance 
program. 
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Kay  Enderle 

ISMA-Auxiliary  President 

TT his  year,  ISMA-Auxiliary 
President  Kay  Enderle  chose 
breast  health  awareness  as  the 
focus  for  the  auxiliary's  health 
project.  A seminar  on  breast 
health  was  held  in  conjunction 


with  the  ISMA  annual  convention. 
In  addition,  Marilyn  Krueger, 
health  projects  chairman,  will 
send  pledge  cards  to  all  ISMA-A 
members,  allowing  them  to  sign 
up  to  take  a friend  to  have  a 
mammogram  when  they  have 
their  annual  exams. 

We  hope  this  program  will 
encourage  more  people  to  have 


mammograms.  A return  card, 
stating  when  and  where  the 
mammogram  was  performed,  will 
be  returned  to  Marilyn.  We  urge 
all  members  to  participate  in  this 
project  and  encourage  them  to 
develop  projects  in  their  commu- 
nities to  promote  breast  self-ex- 
amination and  mammography.  □ 


Pictured  at  the  American  Medical  Association  Auxiliary  convention  in  Chicago  are  members  of  the  Indiana 
delegation:  seated,  from  left,  Pat  Montgomery,  Darlene  Haddawi,  Kay  Enderle,  Trudy  Urgena  and  Lura  Stone, 
and,  standing,  from  left,  Rod  Ashley,  Rosanna  Her,  Donna  Dersch,  Ann  Wrenn,  Sue  Schneider  and  Patrick 
Walker. 
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The  AMA 

Hospital  Medical  Staff  Section 

Eighteenth  Assembly  Meeting 

December  5 -9, 1991 

Las  Vegas  Hilton  Hotel 

Las  Vegas,  Nevada 

Highlights  of  the  Interim  Meeting  will  include: 

• an  educational  program  on  RBRVS:  Physician  Payment  Reform  or 
Retribution; 

• presentation  by  the  AMA-HMSS  Governing  Council  of  reports  on  medical 
staff  issues  including  temporary  Hospital  Medical  Staff  Privileges,  Joint 
Commission  Revisions  for  the  1992  Accreditation  Manual  for  Hospitals; 
and  Advance  Directives; 

• an  information  exchange  on  PRO  Scope  of  Work  and  Uniform  Clinical 
Data  Sets:  What  You  Should  Know. 


For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

SIS  North  State  Street 

Chicago,  Illinois  60610 

Phone  (312)  464-4754  or  464-4761 


HMSS 


■ physicians'  directory 


CARDIOLOGY  - DIAGNOSTIC  & INTERVENTIONAL 


NASSER,  SMITH  AND  PINKERTON  CARDIOLOGY,  INC. 


William  K.  Nasser,  M.D. 
Michael  L.  Smith,  M.D. 

Cass  A.  Pinkerton,  M.D. 
James  W.  VanTassel,  M.D. 
Dennis  K.  Dickos,  M.D. 
John  D.  Slack,  M.D. 

Charles  M.  Orr,  M.D. 

Jane  Howard,  M.D. 

James  H.  Adlam,  M.D. 

V.  Michael  Bournique,  M.D. 
Frank  J.  Green,  M.D. 

Nancy  A.  Branyas,  M.D. 
Charles  P.  Taliercio,  M.D. 
Bruce  F.  Waller,  M.D. 
Thomas  F.  Peters,  M.D. 

Azim  Saqib,  M.D. 

Lawrence  E.  Gcring,  M.D. 


providing 

Cardiology  & Cardiac  Catheterization 
Transesophageal  Echocardiography 
Doppler  & Echocardiography 
Exercise  Stress  Testing 
Coronary  Angioplasty 
Nuclear  Cardiology 
Pacemaker  Surveillance 
Holter  Monitoring 
Percutaneous  Valvuloplasty 
Electrophysiology  Testing 
Coronary  Atherectomy 
Myocardial  Biopsy 
Automatic  Implantable 
Cardioverter  Defibrillator 
Signal  Averaged  Electrocardiography 


Office:  317-871-6666 
1-800-732-1482  (Indiana) 
1-800-CHD-PTCA  (Indiana) 
1-800-CAD-PTCA  (National) 
FAX:  317-  871-6019 


Suite  400 

St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Indianapolis,  Indiana  46260 


Kokomo  Office: 
620  South  Berkley 
Kokomo,  IN  46901 
317-456-1603 
FAX:  317-457/3929 


THE  HEART  CENTER  OF  INDIANA 
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■ physicians'  directory 


FORT  WAYNE 

CARDIOIDGY 


Basil  C.  Genetos,  M.D. 
Robert  W.  Godley,  M.D. 
Michael  ].  Mirro,  M.D. 
Kevin  J.  Kelly,  M.D. 

Fred  Doloresco,  M.D. 
John  F.  Phillips,  M.D. 
Patrick  J.  Daley,  M.D. 
William  W.  Wilson,  M.D. 
James  J.  Heger,  M .D. 
Raymond  E.  Dusman,  M.D. 
Charles  F.  Presti,  M.D. 
Stephen  E.  Brown,  M.D. 
David  D.  Whang,  M.D. 


(Physician's  Referral  Only) 


1912  Carew  Street 
Fort  Wayne,  Indiana  46805 
(219)  482-4865  (800)  637-6505  (IN) 

(800)  334-4371  (MI  & OH) 

Lutheran  Medical  Park 
7900  W.  Jefferson  Blvd. 

Suite  202 

Fort  Wayne,  Indiana  46804 
(219) 432-5613 


Caring  for  people  is  the  first  priority  at 
Fort  Wayne  Cardiology.  Since  1978,  our 
team  approach  has  sewed  referring  physi- 
cians and  their  patients  with  the  latest  in 
heart  care  treatment  and  technologies. 

Fort  Wayne  Cardiology  is  a trusted  and 
caring  group  of  people,  featuring  13  board 
certified/board  eligible  cardiologists,  as 
well  as  a special  staff  of  nurses,  technolo- 
gists and  administrative  assistants. 

Patients  are  able  to  receive  comprehensive 
cardiac  sewices  which  include:  cardiac 
catheterization,  coronary  angioplasty  and 
atherectomy,  electrophysiology,  valvulo- 
plasty, nuclear  cardiology,  dopplerand 
echo  cardiography,  exercise  stress  testing, 
hotter  monitoring,  ECG  event  monitor- 
ing, permanent  pacemaker  implantation 
and  suweillance,  non-invasive  peripheral 
vascular  evaluation,  peripheral  angio- 
plasty and  atherectomy,  myocardial  biopsy, 
transesophageal  echo,  AICD  insertion  and 
suweillance,  signal  average  EKG,  tilt 
table  and  rehab  therapy. 

University  trained,  certified  cardiolo- 
gists; the  best  in  diagnostic  equipment; 
clinical  research  and  specialization  within 
the  specialty,  makes  Fort  Wayne  Cardiology 
an  excellent  center  for  heart  care. 


Angola 
Auburn 
Columbia  City 
Huntington 


Kendallville 

LaGrange 

Wabash 

Warsaw 


Defiance,  OH 
Hicksville,  OH 
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CARDIOLOGY 

A new  era  in  heart  care  has  begun, 


Now  open 


The 


Heart 


Center - 

of  Fort  Wayne 


Robert  E.  Swint,  Sr.,  M.D. 
Mark  A.  Jones,  M.D. 

David  A.  Kaminskas,  M.D. 
Gary  A.  Hambel,  M.D. 

Mary  H.  Heintz.  M.D. 

Ravi  N.  Bathina,  M.D. 
Gregory  C.  Tomlinson,  M.D. 
Brian  T.  Lew,  M.D. 

Peter  C.  Hanley,  M.D. 
Christopher  Zee-Cheng,  M.D. 
Steven  W.  Orlow,  M.D. 

David  A.  Belvedere,  M.D. 
Mark  S.  Hazen,  M.D. 


7836  W.  Jefferson  Blvd. 
Fort  Wayne.  IN  46804 
(219)  432-2297 

800  Broadway,  Suite  204 
Fort  Wayne,  IN  46802 
(219)  422-2558 

3217  Lake  Ave. 

Fort  Wayne,  IN  46805 
(219)  422-2297 

2510  Dupont  Rd. 

Fort  Wayne,  IN  46825 
(219)  489-8280 


-800-777-2297 
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■ physicians'  directory 


Indiana 

Heart 

Physicians, 

Inc 


a member  of  the  Indianapolis 
Regional  Heart  Center 


Physicians 


H.  0.  Hickman,  Jr.,  M.U.,  FACC 
Thomas  M.  Mueller,  M.D.,  FACC 
J.  Douglas  Graham  III,  M.D.,  FACC 
Kathleen  H.  Flohr,  M.D.,  Ph.D.,  FACC 
Jeffrey  L.  Christie,  M.D.,  FACC 
Stephen  H.  Kliman,  M.D.,  FACC 
Thomas  C.  Passo,  M.D.,  FACC 
Emily  A.  Diltz,  M.D.,  FACC 
John  E.  Batchelder,  M.D.,  FACC 
William  J.  Berg,  M.D. 

Mark  D.  Cohen,  M.D.,  FACC 
Thomas  D.  Hughes,  D.O. 
at  Columbus 

David  J.  Hamilton,  M.D.,  FACC 
Kevin  C.  Preuss,  M.D.,  FACC 


providing 


Cardiology  and  Cardiac 
Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 
Electrophysiology 
Percutaneous  Valvuloplasty 
Nuclear  Cardiology 
Doppler  and  Echocardiography 
Stress  Echocardiography 
Exercise  Stress  Testing 
Holter  Monitoring 
ECG  Event  Monitoring 
Permanent  Pacemaker  Implantation 
Pacemaker  Surveillance 


Noninvasive  Peripheral 
Vascular  Evaluation 
Signal  Average  EKG 
Myocardial  Biopsy 


Greenwood  Medical  Office 
1250  East  County  Line  Road 

Office  317-888-5723 

Toll  Free  (Nationwide)  800-992-2081 


Indiana  Heart  Physicians  at  Columbus 
3154  North  National  Road,  Suite  C 

Office  812-379-2020 

Toll  Free  (Indiana)  800-331-4765 
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PLASTIC,  RECONSTRUCTIVE  & HAND  SURGERY 

■ -■ 


One  Call,  Day  or  Night! 

Our  group  is  always  available,  365  days  a year,  day  or  night;  to  see  your  patients 
in  Indianapolis  because  there  are  times  when  your  patient  shouldn’t  have  to  wait. 

ALSO  SEEING  PATIENTS 
BY  APPOINTMENT  IN  THESE 
CENTRAL  INDIANA  CITIES: 

DOWNTOWN 
GREENCASTLE 
DANVILLE 
CRAWFORDSVILLE 
LEBANON 
KOKOMO 
BEECH  GROVE 
GREENWOOD 
MOORESVILLE 
SURGERY  CENTER 


Wally  Zollman  M.D.,  F.A.C.,  Twatchai  Yamcharern  M.D.,  Richard  S.  Troiano  M.D.,  Rank  O.  Dawson,  Jr.,  M.D. 


SERVING  15  CENTRAL 
INDIANA  HOSPITALS 

VISA,  MASTERCARD  ACCEPTED 
FINANCING  AVAILABLE 


ZOLLMAN  CENTER 

FOR  PLASTIC  6 HAND  SURGERY 

1633  North  Capitol  Avenue.  Indianapolis,  IN  46202 


o 


Member,  American  Society 
of  Plastic  and  Reconstructive  Surgeons 


317-924-4943 
1-800-332-3943 
FAX:  317-921-3109 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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CARDIOLOGY 

PLASTIC  SURGERY 

| 1 

CARDIOLOGY  & INTERNAL 
MEDICINE,  INC. 


Prakash  N.  Joshi,  M D F A C C Subodh  S.  Gupte,  M.D.  F.A.C.C. 


Diplomate,  American  Board 
Of  Internal  Medicine  & 
Cardiovascular  Diseases 


Diplomate,  American  Board 
Of  Internal  Medicine, 
Cardiovascular  Diseases,  and 
Advanced  Achievement  in 
Internal  Medicine 


703  Chapel  Pike 
Marion,  IN  46952 
Tel:  317-664-1201 

24  Hour  Answering  Service 

Echocardiography  (2D,  M-Mode,  Doppler  With 
Color  Flow),  ECG,  Treadmill  Stress  Test,  Stress 
Echo-cardiography,  Holter  Monitoring. 


TED  W.  GRISELL,  M.D. 

P nii'iil i ng  con  suit  at  i re  services 
lor  physicians  throughout  Indiana 
for  pal  toils  with 
complex  management  problems 
5317  East  16th  Street  317  359-8261 

Indianapolis  46218  Phone  answered  24  hours 


ABDOMINAL  SURGERY 


AMERICAN  SOCIETY  OF 
PLASTIC  & RECONSTRUCTIVE 
SURGEONS,  INC. 

John  G.  Pantzer  Jr.,  M.D.,  F.A.C.S. 

Diplomate,  American  Board 
of  Plastic  Surgery 

Bradley  L.  Kudlaczyk,  M.D. 

1801  North  Senate  Blvd.,  Suite  735 
Indianapolis,  Indiana  46202 
317-929-5500 


MERIDIAN 

PLASTIC 

SURGERY 

CENTER 


For  information  on  services 
317/575-0110 
or  800/352-7849 
106th  & Meridian  Streets 
Indianapolis 


An  Ambulatory  Surgery  Center 
Exclusively  for  Cosmetic,  Plastic 
and  Reconstructive  Surgery 

Board-Certified  Physicians 

• Facial  Plastic  Surgery 

• Plastic  Surgery 

• Ophthalmic  Plastic  Surgery 

• Anesthesiology 


Providing  The  Finest  Surgical 
Care  And  Treatment  In  A 
Home-like  Setting 
Licensed  by  the  Indiana  State 
Board  of  Health  • Medicare 
Certified 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call  Indiana  medicine,  322  Canal 
Walk,  Indianapolis,  IN  46202-3252, 

(317)  261-2060  or  1-800-969-7545. 
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RADIOLOGY 


SUPERB  QUALITY  DIAGNOSTIC  RADIOLOGY 
AND  RADIATION  ONCOLOGY  SERVICES 
ARE  ONLY  A TELEPHONE  CALLAWAY... 


Our  mission  is  to  provide  caring,  high  quality,  state-of-the-art  imaging,  interventional,  and 
radiation  oncological  services  to  our  patients,  referring  clinicians,  and  institutions.  Call  us  today 
to  discuss  your  unique  requirements  or  to  refer  your  patients  for  prompt,  courteous,  cost 
effective,  and  professional  service. 


INDIANAPOLIS  COLUMBUS 


Methodist  Hospital 
1701  N.  Senate  Avenue 
Methodist  Professional  Center 
1801  North  Senate  Avenue 
(317)  929-3580 

Methodist  Hospital  Breast  Cancer 
Screening  Program 
(317)  929-5000 


(Radiation  oncology  only) 
Bartholomew  County  Hospital 
2400  East  Seventeenth  Street 
(812)  376-5361 


CRAWFORDSVILLE 


Culver  Union  Hospital 
1710  Lafayette  Road 
(317)  364-3146 


Eagle  Highlands  Radiologic  Services 
6920  Parkdale  Place 
Suite  111 
(317)  291-4411 


GREENSBURG 


Decatur  County  Memorial  Hospital 
720  North  Lincoln  Street 
(812)  663-1156 


Lakeview  Radiologic  Services 
9002  North  Meridian  Street 
Suite  110 
(317)  844-6944 


BROWNSBURG 


KOKOMO 


(Radiation  oncology  only) 
Howard  Community  Hospital 
3500  South  Lafountain  Street 
(317)  453-8189 


TERRE  HAUTE 


Brownsburg  Radiologic  Services 
1375  North  Green  Street 
Suite  200 
(317)  852-3222 


(Radiation  oncology  only) 
Union  Hospital 
1606  North  Seventh  Street 
(812)  238-7504 


mo* 


^/OL° 


RADIOLOGIC  SPECIALISTS  OF  INDIANA,  INC 

All  Physicians  Board  Certified. 


°lO  L° 
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CLINICAL  & ANATOMIC  PATHOLOGY 


The 

Medical  Laboratory 

of  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-Winkler 

5940  West  Raymond  Street  • Indianapolis,  Indiana  46241 

CHEMISTRY 

Courier  Service 

MICROBIOLOGY 

PROUDLY 

24  hr.  Pathology 

HEMATOLOGY 

SERVING 

Consultation 

TOXICOLOGY 

INDIANA 

Assignment  Accepted: 
Medicare/Medicaid 

CYTOLOGY 

SINCE 

BC/BS  VIP  and  PC/USA, 

HISTOLOGY 

1947 

Preferred  Care,  Prucare 

CUSTOMER  SERVICE  / 

18  Convenient  Branch 
Locations 

CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  46241 

Phone:  317/248-2448 

"Here  Today  To  Serve  You  Tomorrow.” 

DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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PULMONARY  DISEASE 


RESPIRATORY  CONSULTANTS  OF  INDIANA 


DAVID  B.  COOK,  M.D.,  FCCP  MICHAEL  R.  NIEMEIER,  M.D.,  FCCP  ROBERT  W.  WELLER,  M.D.,  FCCP 

CHRIS  C.  NAUM,  M.D.  THOMAS  Y.  SULLIVAN,  M.D.  PATRICK  E.  WRIGHT,  M.D.,  FCCP 

JOHN  A.  WARDEN,  M.D.,  FCCP 


Pulmonary  Disease 

Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


Critical  Care 

Physicians  ABIM  certified  in 
critical  care  24  hours/day 
State-of-the-art  eighty  bed 
intensive  care  facility 


Hyperbaric  Medicine 

Diagnostic  assessment 
of  local  oxygen  delivery 
Treatment  of  disorders  of 
regional  02  delivery  and 
utilization 


Sleep  Disorders 

Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N SENATE  BLVD SUITE  400,  INDIANAPOLIS,  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE,  SUITE  215  • INDIANAPOLIS,  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111  • TERRE  HAUTE  (812)  232-0564 
AFTER  HOURS:  ANSWERING  SERVICE  (317)  926-3466  OR  1-800-772-7788 

1-800-321-LUNG  • MONDAY  - FRIDAY  8:30  A.M.  - 4:30  P.M. 


Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 


Anderson  Center 

of  Saint  John  s 

22 10  Jackson  Street 
Anderson,  Indiana  46016 


1-800-435-9143  or  (317)  646-8383 

• Comprehensive  Alcohol  and  Drug  Treatment 

• Separate  Programs  for  Adolescents  and  Adults 

• Free  Assessment  and  Intervention 


MERIDIAN  OTOLOGY  LAB 

‘Complete  Audiometric  Evaluations 

‘Hearing  Aid  Evaluations  and  Dispensing 
‘Brainstem  Auditory  Evoked  Response 
‘Visual  Evoked  Response 
‘Electronystagmography 

‘Assistive  Listening  Devices — Demonstrations  Available 


Richard  Kurtz.  M.D.  Jack  Summerlin.  M.D. 
Marvin  R.  Kolodny,  Ph.D. 

Director  of  Audiology 

3266  N.  Meridian  Street  Indianapolis,  Indiana 
Suite  B12  Cl  17)  925-7077 
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INTERNAL  MEDICINE 

HEMODIALYSIS 

NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 

CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 

Thomas  Wm  Alley  M D . FACP  Theodore  F Hegeman  M D 

George  W Applegate  M D Douglas  F Johnstone  M D 

Richard  Bloch  M D Wendy  L Kindig  M D 

Charles  B Carter.  M D LeRoy  H King  Jr  MD  FACP 

William  H Dick  M D FACP  Mary  A Margolis  M D 

Tim  E Taber  M D 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis  46202 
Tel:  317-924-8425 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 
Indianapolis,  Indiana  46203 
317-787-3171 

By  Physician  Referral 

Clinical  Nephrology  Hemodialysis,  Peritoneal 
Dialysis,  Renal  Transplantation,  Metabolic  Kidney 
Stone  Disease.  Hypertension,  Fluid  and  Electrolyte 
Imbalance,  Critical  Care 

For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE.  INC. 

1801  N.  Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location. 

' >y*y'  si 


HEMATOLOGY  - ONCOLOGY 


>**''>* 


JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders. 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Diplomate  American  Board  of  Orthopedic  Surgery 
with  certificate  of  added  qualifications  in  surgery  of  the  hand. 


JOHN  A.  CAVINS,  M.D. 

8220  NAAB  ROAD  SUITE  105 
INDIANAPOLIS  INDIANA  46260 
TELEPHONE  (317)  876-1036 
SERVING 

INDIANAPOLIS  CARMEL  NOBLESVILLE 
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DERMATOPATHOLOGY  LABORATORY 


Larry  J.  Buckel,  M.D.  Howard  R.  Gray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 


Diplomates  of  the  American  Boards 
of 

Dermatology  and  Dermatopathology 

Specializing  in 

Inflammatory  Skin  Diseases 
and 

Neoplasms  of  the  Skin 


9202  North  Meridian  Street 
Suite  215 


Approved  for  and  Accept 
Medicare  and  Medicaid 
Assignment 


Indianapolis,  Ind.  46260 
(317)  843-2204 


UPS  Mailers  and  Courier  Service  Available 


PSYCHIATRY 

” “ 

NEUROLOGY 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

t Anderson  Center 

yr  of  Saint  Johns 

22 10  Jackson  Street 
Anderson.  Indiana  46016 

1-800-435-9143  or  (317)  646-8114 

• Comprehensive  Psychiatric  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Program  for  Dual  Diagnosis 

Shirley  M.  Mueller , M.D. 

General  Neurology 

Practice  Dedicated  Toward  Problems  Associated  With 
Numbness-Weakness-Dizziness  And  Pain  Including  Headache 

Testing  Available 

3 17-871 -6000 

Indianapolis 

North:  St.  Vincent’s  Professional  Bldg.  #726 
South:  Community  South  Professional  Bldg.,  Suite  M 
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PERIPHERAL  VASCULAR  SURGERY 

I 

VASCULAR  SURGERY,  RC. 

Austin  L.  Gardner,  M.D. 
Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 

St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  662-5367 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  573-7040 
TOLL  FREE  (800)  446-0298 

Vascular-: 

Diagnostics 

A Mobile 

ISoi  i-i  n easily 

~ Testing 

Spencer  F.  Goodson,  M.D. 

The  Vascular  lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular  testing  services,  including 
the  new  addition  of  color  computed  sonography,  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • H.  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D.  • Jay  Tuna,  M.D. 


Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville,  Indiana  47710 
812-423-2395 
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ASTHMA  & ALLERGY 


IP 


ASTHMA  & ALLERGY 


FRANK  WU,  M.D. 

MARK  HOLBREICH,  M.D. 

DIPLOMATE, 

PEDIATRIC  AND  ADULT 

W...  AMERICAN  BOARD 

gf  ^ OF  ALLERGY  & 

ASTHMA,  ALLERGY  AND  IMMUNOLOGY 

8803  N.  Meridian  St. 

| IMMUNOLOGY 

Suite  365 

Indianapolis,  Indiana 

St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 

(317)  574-0230 

Indianapolis,  Indiana  46260 

o Asthma  o Adverse  Food  Reactions 

(317)  872-4213 

o Chronic  Cough  o Drug  Sensitivity 

o Rhinitis  o Stinging  Insect  Allergy 

COLON  & RECTAL  SURGERY 


l/AQ  A Kendrick  Colon 

IxvnM^^  and  Rectal  Associates 


William  M.  Kendrick,  M.D.  William  E.  Kelley,  M.D. 

George  A.  Donnally,  M.D.  Richard  L.  Stout,  M.D. 

R.  James  Wilson,  M.D.  Paula  A.  Hall,  M.D. 

William  M.  Sobat,  M.D. 

Specialists  in  the  Diagnosis  and  Treatment  of  Colon  and  Rectal  Disease 
General  Surgery  Services  Available 

For  more  information  call:  Kendrick  Colon  & Rectal  Associates, 

Tel:  317-831-9300  or  1-800-222-7994 
Kendrick  Memorial  Hospital,  Mooresville,  Indiana 

(JCAHO  Accredited) 

Regional  Offices:  Muncie,  Kokomo  & Greensburg 
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ONCOLOGY  - HEMATOLOGY 


INDIANA  ONCOLOGY  HEMATOLOGY 

CONSULTANTS 


1 -800-ONC-HEME 
1 -800-662-4363 


Central:  317-927-5770 
St. Francis:  317-783-8509 


ADULT  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 

Laurence  H.  Bates,  M.D.  Gregory  W.  Smith,  M.D. 

William  M.  Dugan,  Jr.,  M.D.  William  H.  Bond,  M.D. 

Redmond  P.  Hogan,  III,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 
Arthur  J.  Provisor,  M.D.  Deborah  S.  Provisor,  M.D. 


ADULT  ONCOLOGY  HEMATOLOGY  - ST.  FRANCIS  OFFICE 

1600  Albany  — Medical  Clinic  Bldg.  Beech  Grove,  IN  46107  783-8509 

Redmond  P.  Hogan,  III,  M.D.  Randall  C.  Trowbridge,  M.D. 

Gregory  W.  Smith,  M.D. 


Central  Office  Located  in  the  Byram  Gates  Middle  ton  House 
Listed  on  the  National  Register  of  Historic  Places 
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RADIATION  ONCOLOGY 


Radiation  Oncology  Services  for  Southwest  Indiana 


TERRE  HAUTE  VINCENNES 

Regional  Hospital  Good  Samaritan  Hospital 

(812)  234-7756  (812)  885-3939 


ROGER  ROBISON,  M.D.,  FA.C.P.  DAVID  BELL,  M.D.,  Ph.D.  TAE  CHUNG,  M.D. 

M.D.  Anderson,  1980  M.D.  Anderson,  1981  Chicago  Hines,  V.A.,  1976 

Certified:  Radiation  Certified:  Radiation  Certified:  Radiation 

Oncology  Oncology  Oncology 

Medical  Oncology 


INDIANA  MEDICINE/November  1991 


835 


■ physicians'  directory 


RADIATION 


•LOGY 


] 


TRI-STATE  RADIATION 

ONCOLOGY 

Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 

• 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 

AL  KORBA,  M.D.;  ALY  RAZEK,  M.D. 

THOMAS  HAYES,  M.D.;  AMR  AREF,  M.D.;  SHANNON  LAMB,  M.D. 

★★★★★★ 

Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

DEVDAS  SHETH,  M.D. 

★★★★★★ 

MOISES  DOMINGO,  M.D. 

Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

MOISES  DOMINGO,  M.D. 

★★★★★★ 

MANJU  GUPTA,  M.D. 

Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

TRISTAN  BRIONES,  M.D. 

★★★★★★ 

AMR  AREF,  M.D. 

In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 
24-hour  answering  service  (812)  476-1367 
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ONCOLOGY 


• 

Offering  comprehensive  cancer  care,  including: 

■ Cancer  Detection 

■ Chemotherapy 

■ Radiation  Therapy  (Linear  Accelerator) 

Oncology  Associates 

■ Biologic  Therapy 

■ Education  and  Support  Services 

Michael  A.  Cross,  M.D. 

Board  Certified,  Radiology  (Therapeutic) 

■ Hospital,  Home  and  Hospice  Care 

John  R.  Pancoast,  M.D. 

Board  Certified.  Internal  Medicine 
and  Medical  Oncology/  Hematology 

Dearborn  County  Hospital  Professional  Building 
606  Wilson  Creek  Road.  Suite  130 
Lawrenceburg,  Indiana  47025 
(812)  537-1911 

John  F.  Sacco,  M.D. 

Oncology  Associates’  16  physician  members  have  additional  offices  in  Cincinnati, 

Board  Certified.  Internal  Medicine 

Montgomery  and  Middletown,  Ohio;  and  Crestview  Hills,  Kentucky.  The  practice 

and  Radiology  (Therapeutic) 

offers  outpatient  care  and  clinics  in  1 1 hospitals  throughout  the  Tri-State  area. 

ORTHOPAEDIC  SURGERY 


BREAST  DISEASES 




JAMES  L.  KAISER, 

M.D. 

• ORTHOPAEDIC  SURGERY 

• FRACTURES 

• BACK  SURGERY 

• FOOT  SURGERY 

•ARTHROSCOPIC  SURGERY 

Certified  American  Board 
Of  Orthopaedic  Surgery 

5626  East  16th  Street 
Indianapolis,  IN  46218 

(317)  352-0176 

OFFICE  ANSWERS  DAY  & NIGHT 

5626  E 16 

352-0176 

82nd  & Shadeland 

352-0176 

If  No  Answer  Call 

543-6089 

INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 

Diagnosis  (317)872-9580 

Consultation  8330  Naab  Road,  Suite  21  3 

Treatment  options  Indianapolis,  IN  46260 

Preservation  surgery 

Long-term  followup  Appointment  by  referral 
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TRANSPLANTATION 

METHODIST  TRANSPLANT  CENTER 

P.0.  Box  1367 
1701  N.  Senate  Blvd. 
Indianapolis,  Indiana  46206 

H Methodist 

H Hospital  Of  INDIANA 

The  Difference  is  Experience 

24  - HOUR  REFERRAL 

(800)  772- 

7788 

HEART  TRANSPLANTATION 

LUNG  TRANSPLANTATION 

Surgical  Director 

Surgical  Director 

Harold  Halbrook,  M.D. 

Harold  Halbrook,  M.D. 

Program  Cardiologist: 

Program  Pulmonologist: 

Douglas  Pitts,  M.D. 

Michael  Niemeier,  M.D. 

KIDNEY  TRANSPLANTATION 

LIVER  TRANSPLANTATION 

PANCREAS  TRANSPLANTATION 

Surgical  Director 

Surgical  Director 

Dale  A.  Rouch,  M.D. 

Brian  Haag,  M.D. 

Program  Gastroenterologists: 

Program  Nephrologist: 

Peds  - Susan  Maisel,  M.D. 

Charles  Carter,  M.D. 

Adult  - Brian  G.  Sperl,  M.D. 

CORNEAL  TRANSPLANTATION 

TISSUE/BONE  BANK 

Surgical  Director 

Surgical  Director 

Stephen  Johnson,  M.D. 

David  A.  Fisher,  M.D. 

BONE  MARROW  TRANSPLANTATION 

Co-Director 

Luke  Akard,  M.D. 

Co-Director 
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PERFORMANCE 


In  a high-performance  sports  car,  the  spokes  are  an  inte- 
gral PART  OF  THE  ENGINEERING.  EACH  INDIVIDUAL  SPOKE  IS 
STRONG,  YET  IT’S  THE  WAY  THEY’RE  INTERWOVEN  THAT  GIVES 
EXCEPTIONAL  STRENGTH  AND  BALANCE. 

That’s  the  way  it  is  at  Orthopaedics  Indianapolis.  Each  of 
OUR  19  PHYSICIANS  has  unique  individual  strengths  and  skills. 
The  ability  to  draw  on  each  other’s  special  expertise 
STRENGTHENS  OUR  CAPABILITIES  AND  ENHANCES  OUR  PERFORMANCE. 
AS  THE  EXCLUSIVE  PROVIDER  OF  RAPID  AND  EXTENSIVE  ORTHO- 
PAEDIC RECONSTRUCTIVE  SURGERY  FOR  METHODIST  HOSPITAL’S 

Emergency  Medicine  and  Trauma  Center,  we  treat  over 

1,000  TRAUMA  CASES  A YEAR  PROVIDING  US  WITH  EXPERIENCE  IN 
EVERY  FACET  OF  ORTHOPAEDIC  CARE.  THAT’S  WHY  DOCTORS  FROM 
ALL  50  STATES  AND  1 1 FOREIGN  COUNTRIES  HAVE  SOUGHT  OUR 
HELP  TREATING  THEIR  MOST  COMPLEX  CASES. 


Donald  S.  Blackwell,  M.d 
F.  R.  BRUECKMANN,  M.D.,  F.A.C.S. 
Anthony  R.  Lasich,  M.D. 

WILLIAM  0.  IRVINE,  M.D. 

Joseph  C.  Randolph,  M.D. 
Donald  E.  Russell,  M.D. 

Mark  R.  Stevens,  M.D. 

Terry  R.  Trammell,  M.D. 

Andrew  J.  Vicar,  M.D. 

Vincent  L.  Fragomeni,  M.D. 

JOHN  K.  SCHNEIDER,  M.D. 

Joseph  R.  Baele,  M.D. 

Sanford  S.  Kunkel,  M.D. 

David  A.  Fisher.  M.D. 

D.  Kevin  Scheid,  M.D. 

Michael  F.  Coscia,  M.D. 

Henry  G.  Stein,  M.D.,  F.A.C.S. 

ORTHOPAEDIC  SURGEONS 

Robert  C.  Gregori,  m.d. 
Physical  Medicine  a Rehabilitation 


Joint  Reconstruction 
Trauma 
Fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
Hand  Surgery 
Foot  Surgery 
arthroscopic  Surgery 
pediatric  Orthopaedics 
Adult  Orthopaedics 
Ilizarov  Limb  Lengthening 
& Deformity  Correction 


& 


ORTHOPAEDICS 

INDIANAPOLIS 


Indianapolis  • Danville 
Greencastle  • Speedway 

ZlONSVILLE 

317-923-5352 

1-800-223-3381 
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Hoosier  Orthopaedics  & 
Sports  Medicine,  RC. 


Total  Joint  Replacement 
Athletic  Injuries  and  Sports  Medicine 
Arthroscopic  Surgery 
Pediatric  and  Adult  Orthopaedics 
Fracture  Care/Trauma 


Reconstructive  Surgery  of  the  Foot  and  Ankle 
Reconstructive  Surgery  of  the  Shoulder  or  Knee 

Back  Surgery 
General  Orthopaedics 


Office  Amivers  Day  and  Night 

13450  North  Meridian  Street,  Suite  355,  Carmel,  Indiana  46032 

(317)  575-2705 

8330  Naah  Road,  Suite  234,  Indianapolis,  Indiana  46260 

(317)870-7075 
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We’re  Working  to  Make  Life  Better 


At  Kokomo  Rehabilitation  Hospital,  we’re 
committed  to  only  one  specialized  field  - 
rehabilitation  medicine. 

This  central  focus  means  your  patients 
receive  the  therapy  and  care  needed  to  restore  . 

their  lives  to  the  fullest  extent  possible.  IvOKOIllO 

Rehabilitation 


Hospital 


Our  new  lv  opened,  60-bed  hospital 
features  sophisticated  high-tech  equipment, 
a total  barrier-free  environment  and  highly 
trained  therapists. 

Give  us  a try.  Your  patients  and  you  will 
be  pleased  with  the  results. 

- William  J.  Lester,  AID 
Medical  Director 


Bringing  the  Quality  Back  to  Life  for  Patients  Affected  by: 

Stroke  • Traumatic  Brain  Injun  • Spinal  Cord  Injun  • Amputation  • Orthopedic  Disorders  • Neurological 
Disorders  • Arthritis  • Back  and  Neck  Injuries  • Chronic  Pain  • Multiple  Trauma  • Return  to  Work 
• Carpal  Tunnel  Svndrome  and  other  Cumulative  Trauma  Disorders 


829  Dixon  Road  • Kokomo,  Indiana  46901 

General  Hospital  Information 
(317)  452-6700 


For  Referral  or  Admission  Information 
1 800  886-LIFE 


A (Continental  Medical  Systems  Facility 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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MULTI-SPECIALTY  GROUP  PRACTICE 


Addictionology 

Allergy 

Cardiovascular  Diseases 
Dermatology 
Endocrinology 
Family  Practice 
Gastroenterology 
Gynecology 
Hematology-Oncology 
Internal  Medicine 
Neurology 
Nephrology 
Nuclear  Medicine 
Obstetrics 
Ophthalmology 
Orthopedics 
Otolaryngology 
Pediatrics 
Psychiatry 
Pulmonary  Medicine 
Rheumatology 
Surgery 
Urology 


Welborn 

Clinic 


421  Chestnut  Street 
Evansville,  Indiana  47713 
(812)426-9440 


Toll-free  in  Indiana: 
1-800-521-0269 


Westside  Family  Practice  Ctr. 
(812)429-1818 


Welborn  Clinic  East 
(812)474-7123 


Welborn  Clinic  Highland 
(812)426-9565 


In  Newburgh: 

Welborn  Clinic  Newburgh 
(812)853-7391 


In  Reo: 

Reo  Family  Practice  Center 
(812)649-5061 


ie 
[ i 
i !• 


Ov 
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Carlos  M.  Antonio,  M.D. 

Dr.  Antonio,  52,  a Highland  fam- 
ily practitioner,  died  Sept.  18. 

He  graduated  from  the  Col- 
lege of  Medicine,  Manila  Central 
University,  in  the  Philippines  in 
1964. 

Dr.  Antonio  practiced  medi- 
cine in  East  Chicago  for  the  past 
12  years  and  was  a member  of  the 
Lake  County  Medical  Society. 

Frances  T.  Brown,  M.D. 

Dr.  Brown,  94,  founder  of  the 
Premature  Clinic  at  the  India- 
napolis City  Hospital,  now 
Wishard  Hospital,  died  Oct.  1 at 
St.  Vincent  Hospital  in  Indianapo- 
lis. 

She  graduated  from  the  Indi- 
ana University  School  of  Medicine 
in  1931  and  was  a member  of  the 
first  group  of  people  to  organize 
Winona  Hospital.  She  delivered 
more  than  4,000  babies  and  was 
90  years  old  when  she  delivered 
her  last.  She  established  a breast 
milk  feeding  bank  in  which  do- 
nors provided  milk  for  needy 
infants  and  also  designed  and 
constructed  one  of  the  state's  first 
newborn  incubators. 

Dr.  Brown  retired  in  1985 
after  working  her  entire  career  as 
a general  practitioner  out  of  an 
office  at  21st  and  Talbott  streets  in 
Indianapolis. 
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Alan  R.  Chambers,  M.D. 

Dr.  Chambers,  84,  formerly  of  Fort 
Wayne,  died  Aug.  25  in  Veterans 
Affairs  Medical  Center  in  Fort 
Wayne.  He  was  a resident  of  Bay 
St.  Louis,  Miss. 

He  graduated  from  Harvard 
Medical  School  in  1932  and  was  a 
veteran  of  World  War  II.  He  was 
instrumental  in  establishing  the 
Fort  Wayne  and  Allen  County 
cancer  societies,  blood  bank  of  the 
American  Red  Cross  and  the  Ma- 
ternal Health  League. 

Dr.  Chambers  was  a member 
of  the  Fort  Wayne  Academy  of 
Medicine,  Golden  Legion  of  Phi 
Delta  Theta  and  Golden  50  years 
of  the  Academy  of  Physicians. 

James  M.  Himler,  M.D. 

Dr.  Himler,  90,  a retired  India- 
napolis internist,  died  Sept.  14  at 
St.  Vincent  Hospital  in  Indianapo- 
lis. 

He  graduated  from  the  Indi- 
ana University  School  of  Medicine 
in  1926  and  was  a member  of  the 
Audubon  Society. 

Dr.  Himler  had  offices  at 
Walcott  and  Washington  streets 
and  in  the  Hume  Mansur  Build- 
ing. He  retired  in  1965. 

Charles  A.  Reid,  M.D. 

Dr.  Reid,  84,  a retired  Indianapolis 
general  practitioner,  died  Oct.  7. 


He  was  a 1932  graduate  of  the 
Indiana  University  School  of 
Medicine  and  served  in  the  Army 
Medical  Corps  during  World  War 
II. 

Dr.  Reid  was  a general  practi- 
tioner for  50  years  and  retired  in 
1983.  He  had  been  on  the  staffs  of 
Community,  University  Heights 
and  St.  Francis  hospitals. 

George  V.  Teter,  M.D. 

Dr.  Teter,  69,  director  of  student 
health  services  at  Indiana  State 
University,  died  Sept.  13  at  his 
home  in  Carbon. 

He  graduated  from  the  Indi- 
ana University  School  of  Medicine 
in  1946  and  was  a Navy  veteran 
of  the  Korean  War. 

Dr.  Teeter  practiced  pediatrics 
in  Indianapolis  for  34  years  and 
founded  the  Northside  Pediatric 
Clinic.  He  served  on  the  Wash- 
ington Township  school  board 
and  co-founded  the  medical  clinic 
at  Wheeler  Mission  in  Indianapo- 
lis. He  served  on  the  medical 
staffs  of  St.  Vincent,  Methodist, 
Riley  and  Community  hospitals  in 
Indianapolis  and  was  clinical  as- 
sistant professor  of  pediatrics  at 
the  Indiana  University  Medical 
Center.  □ 
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South  Bend  center  named 
Daily  Point  of  Light 

St.  Joseph's  Chapin  Street  Health 
Center  in  South  Bend  was  hon- 
ored as  the  584th  Daily  Point  of 
Light  by  President  George  Bush. 
The  center  provides  health  care 
services  for  medically  under- 
served city  residents. 

Through  an  organized  volun- 
teer network,  the  center  has  more 
than  50  physicians  who  volunteer 
their  time  and  services  each 
month.  Another  group  of  ap- 
proximately 100  volunteer  physi- 
cians accepts  referrals  from  the 
center.  The  center  also  provides 
cooperative  food  centers,  home 
visitations  for  the  elderly  and 
disabled  and  health  screenings  at 
soup  kitchens  and  fills  prescrip- 
tions to  patients  at  little  or  no 
cost. 

Points  of  Light  recognition  is 
given  to  those  engaged  in  solving 
social  problems  through  voluntary 
service  in  their  communities. 

IU  study  finds  gene  mutation 
in  family  with  Alzheimer's 

Researchers  at  the  Indiana  Univer- 
sity Medical  Center  and  Richard 
L.  Roudebush  V.A.  Medical  Cen- 
ter in  Indianapolis  have  identified 
a gene  mutation  in  three  succes- 
sive generations  of  an  Indiana 
family  with  Alzheimer's  disease. 

A mutation  in  the  amyloid  precur- 
sor protein  (APP)  is  present  in 
members  of  the  family. 

By  sequencing  DNA  from  the 
Indiana  family  in  the  laboratory  of 
Merrill  Benson,  M.D.,  professor  of 
medicine  and  medical  and  mo- 
lecular genetics,  the  researchers 
discovered  a mutation  in  a part  of 
the  APP  gene  near  the  coding 
region  of  the  amyloid  beta  pro- 
tein. Other  researchers  were  Jim 
Murrell,  a Ph.D.  candidate;  Martin 
Farlow,  M.D.,  associate  professor 
of  neurology;  and  Bernardino 


Ghetti,  M.D.,  professor  of  pathol- 
ogy, psychiatry  and  medical  and 
molecular  genetics. 

Their  work  signals  the  first 
time  that  a mutation  in  the  APP 
gene  has  been  found  in  more  than 
one  generation  of  a family  in  asso- 
ciation with  Alzheimer's  disease. 

Two  biochemists  to  receive 
Beering  Award  from  IU 

Biochemists  Edwin  G.  Krebs, 

M.D.,  and  Edmond  Fischer,  D.Sc., 
have  received  the  1991  Steven  C. 
Beering  Award  from  the  Indiana 
University  School  of  Medicine. 
They  accepted  the  award  Oct.  30 
after  their  public  lecture  at  the 
medical  center. 

Drs.  Krebs  and  Fischer  are 
faculty  members  in  the  School  of 
Medicine  at  the  University  of 
Washington  in  Seattle  and  have 
worked  together  for  40  years. 
Their  discovery  of  an  enzyme 
called  phosphorylase  kinase  even- 
tually allowed  researchers  to  un- 
cover the  cause  of  the  metabolic 
disorder,  McCardle  syndrome, 
and  to  make  strides  in  research  on 
diabetes  and  other  endocrine  dis- 
orders of  carbohydrate  metabo- 
lism. 

The  researchers  also  identified 
another  enzyme,  the  cyclic  AMP- 
dependent  protein  kinase,  which 
allowed  them  to  show  that  cyclic 
AMP  worked  by  stimulating  for- 
mation of  active  kinase. 

Healthier  hearts  goal  of 
school  project 

The  Indianapolis  Regional  Heart 
Center  and  St.  Francis  Hospital 
Center  in  Beech  Grove  have 
launched  a five-year  research 
project  involving  740  middle 
school  students. 

The  "Heart  Stars"  program  at 
Greenwood  Middle  School  is  de- 
signed to  determine  if  providing 
resources  and  educational  pro- 


grams in  a middle  school  setting 
will  reduce  elevated  primary  risk 
factors  for  cardiovascular  disease. 
Students,  parents  and  teachers 
will  be  affected  through  educa- 
tional programs  and  resources  in 
health,  science,  home  economics 
and  physical  education  classes. 
Topics  will  include  nutrition,  hy- 
pertension, elevated  cholesterol 
levels,  smoking  and  physiology 
and  anatomy  of  the  heart  and 
circulatory  system. 

Students  will  be  screened 
twice  each  year  for  cholesterol, 
blood  pressure,  weight  and 
lifestyle  behaviors. 

History  of  medicine  topic  of 
society  programs 

The  John  Shaw  Billings  History  of 
Medicine  Society  has  announced 
some  of  its  upcoming  meetings. 

Dr.  Frances  J.  Fry  will  speak 
on  "The  Early  History  of  Ster- 
eotactic Neurosurgery"  at  4 p.m. 
Monday,  Dec.  9,  in  Emerson  Hall 
at  the  Indiana  University  School 
of  Medicine  in  Indianapolis.  Dr. 
Fry  is  with  the  Indianapolis  Cen- 
ter for  Advanced  Research. 

Dr.  Elson  Bowman  Helwig 
will  speak  on  "Reminiscences  of 
an  Indiana  Past"  at  4 p.m.  Mon- 
day, Feb.  24,  in  Emerson  Hall.  Dr. 
Helwig  was  a dermatopathologist 
at  the  Armed  Forces  Institute  of 
Pathology  and  originally  trained 
in  Indiana. 

For  details,  call  Jans  Muller, 
M.D.,  (317)  274-8577. 

Orthopaedics  Indianapolis 
opens  office  in  Zionsville 

Orthopaedics  Indianapolis  has 
opened  a new  medical  facility  in 
Zionsville,  in  the  St.  Vincent  Pro- 
fessional Center,  55  Brendon  Way. 

The  2,000  square-foot  facility 
features  complete  examination, 
casting  and  x-ray  facilities,  includ- 
ing 36-inch  scoliosis  capabilities.  J 
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Medical  Office  Management  Software  for  the  Apple  Macintosh 


Call  Today  at  2:00  p.m. 

for  Limited  Offer  on  Price  Incentive  for  the 
New  Electronic  Claim  System! 

317-579-5900 


Wabash  Medical  Resources,  Inc. 


Wabash  Medical  Resources 
8335  Allison  Pointe  Trail,  Suite  310 
Indianapolis,  IN  46250 
317-579-5900 


Authorized  Dealer 


The 

Ear 

Institute 

of  Indiana 


Complete  Care  for  the  Ear 

J.  William  Wright  III,  M.D. 
George  W.  Hicks,  M.  D. 


8103  Clearvista  Parkway 
Indianapolis,  Indiana  46256 

(317)  842-4757 

(800)  522-0734 


CAPSULE  COMMENTS 


OTITIS  MEDIA 

INFECTION  OF  MIDDLE  EAR  JUST  MEDIAL  TO  EARDRUM. 

CLOSURE  OF  EUSTACHIAN  TUBE  DUE  TO  URI,  BACTERIA,  ALLERGY, 
NASAL/SINUS  INFECTIONS,  ENVIRONMENTAL  FACTORS  (SMOKING). 

EAR  PAIN,  AURAL  PRESSURE,  HEARING  LOSS,  FEVER. 

HEAD  ELEVATION,  ANALGESIA,  ANTIBIOTICS;  SURGERY  MAY  BE  NEEDED  IF 
MEDICATIONS  ARE  UNSUCCESSFUL. 


For  more  assistance  with  your  patient’s  ear  needs 
contact  The  Ear  Institute  of  Indiana 


• Otology  and  Neurotology  • Audiology  • Vestibular  Laboratory  • Hearing  Aid  Dispensing 
• Additional  location:  5506  East  16th  Street,  Suite  21 
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Dr 

William  K. 

Nasser,  an 
Indianapolis 
cardiologist, 
received  the 
Sagamore  of 
the  Wabash 
Award  from 
Baron  Hill, 
former  state  representative,  dur- 
ing a ceremony  at  the  Arthur  B. 
Richter  Lectureship  in  Clinical 
Cardiology  in  Indianapolis.  Dr. 
Nasser  founded  Nasser,  Smith  & 
Pinkerton  Cardiology  in  1973. 

Dr. 

Michael  H. 
Fritsch,  an 

otolaryngologist 
at  the  Indiana 
University 
Medical  Cen- 
ter, has 
authored  a 
book  in  pedi- 
atric otology 
titled  Congeni- 
tal and  Early 
Onset  Hearing 
published  by 





Nasser 


Dr. 

Arthur  J. 
Provisor  has 

joined  the 
Methodist 
Hospital  of 
Indiana  staff 
as  medical 
director  of 
pediatric 
oncology;  he 
has  been  a 
full-time  fac- 
ulty member  at  the  Indiana  Uni- 
versity School  of  Medicine  for  16 
years. 

Dr.  J.  Scott  Pittman  has 

opened  a practice  specializing  in 
colon  and  rectal  surgery  at  13400 


Provisor 


Fritsch 


Loss.  The  book  is 
Igaku-Shoin. 


Physician  Recognition  Award  recipients 


The  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
acceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


Brown,  Lorin  M.,  Munster 
Brunk,  Glen  A.,  Beech  Grove 
Burt,  Robert  W.,  Indianapolis 
Coats,  Charles  W.,  Greenwood 
De  Tore,  Arthur  W.,  Fort  Wayne 
Dick,  William  H.,  Indianapolis 
Frick,  Fred  W.,  Indianapolis 
Gabovitch,  Edward  R.,  Indianapolis 
Hamm,  Charles  W.,  Indianapolis 
Harvey,  William  D.,  Logansport 
Hernanadez,  Graciela  E.,  Highland 
Mohnssen,  Steven  R.,  Terre  Haute 
Morrison,  Andrew  L.,  Indianapolis 


Nakamura,  Takamitsu,  Munster 
Pontaoe,  Alejandro  G.,  Evansville 
Probst,  Edward  L.,  Columbus 
Read,  Peter  D.,  Danville 
Schmetzer,  Alan  D.,  Indianapolis 
Sechrist,  Keeter  D.,  Indianapolis 
Spellmeyer,  John  C.,  Richmond 
Stein,  Mark  H.,  Indianapolis 
Stephens,  James  E.,  Brazil 
Surian,  Michael  A.,  Bloomington 
Van  Putten,  Douglas  J.,  LaPorte 
Webb,  Rosalind  H.,  Zionsville 
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N.  Meridian  St.  in  Carmel. 

Dr.  Thomas  P.  Glynn  Jr.  of 
Richmond  was  named  a fellow  of 
the  American  College  of  Radiol- 
ogy during  the  ACR  annual  meet- 
ing in  Minneapolis. 

Dr.  Manuel  A.  Cacdac,  a 
Terre  Haute  neurosurgeon,  was 
inducted  as  president  of  the  Indi- 
ana Philippine  Medical  Associa- 
tion for  1991-92. 

Dr.  John  D.  Slack,  an  India- 
napolis cardiovascular  diseases 
specialist,  was  re-elected  president 
of  the  Marion  County  Division  of 
the  American  Heart  Association. 
Dr.  Ronald  G.  Blankenbaker, 
vice  president  of  medical  affairs  at 
St.  Vincent  Hospital  in  Indianapo- 
lis, was  elected  vice  president. 

Dr.  Joseph  C.  Kerlin,  a 
Danville  family  practitioner,  re- 
ceived a certificate  of  appreciation 
for  his  service  as  Hendricks 
County  Jail  physician  for  the  past 
eight  years. 

Dr.  Robert  E.  Darnaby,  a 

Rensselaer  family  practitioner. 


received  a certificate  for  his  work 
for  the  American  Cancer  Society 
Crusade. 

Dr.  Maurice  E.  John,  medical 
director  of  the  John-Kenyon  Eye 
Center  in  Jeffersonville,  was  the 
featured  speaker  at  the  Fourth 
International  Congress  of  Cataract 
and  Refractive  Surgery  in 
Johannesburg,  South  Africa. 

Dr.  William  R.  Penland  of 
Evansville  was  elected  president- 
elect of  the  Indiana  Academy  of 
Ophthalmology. 

Dr.  Daniel  E.  Edquist,  a 
LaPorte  family  practitioner,  was 
named  the  medical  director  of 
Hospice,  a program  providing 
care  for  the  terminally  ill  and  their 
families. 

Dr.  Panayotis  G.  Iatridis  of 

Gary  was  honored  by  the  Asian 
American  Medical  Society  for 
outstanding  achievement  and 
contributions  in  medical  educa- 
tion. He  is  assistant  dean  of  the 
Indiana  University  School  of 
Medicine  and  director  of  the 
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Northwest  Center  for  Medical 
Education  at  Indiana  University 
Northwest. 

Dr.  David  L.  Alvis,  an  India- 
napolis ophthalmologist,  received 
the  Otis  R.  Bowen  Physician  Com- 
munity Service  Award  from  the 
Indianapolis  Medical  Society. 

Dr.  Meredith  B.  Gossard,  a 
retired  Tipton  family  practitioner 
and  anesthesiologist,  was  the 
grand  marshal  of  the  Tipton 
County  Pork  Festival  Grand  Pa- 
rade. O 

New  ISMA  members 

Robert  L.  Allen,  M.D.,  Columbus, 

urological  surgery. 

Dann  L.  Bailey  Jr.,  M.D., 
Elkhart,  internal  medicine. 

Debra  D.  Davis,  M.D.,  Rich- 
mond, pediatrics. 

Edward  J.  Diekhoff,  M.D., 


(continued  from  page  776) 

Roland  B.  Rust,  Jr.,  M.D. 

Carl  N.  Rutt,  M.D. 

Theodore  F.  Schlaegel  Jr.,  M.D. 
Alan  D.  Schmetzer,  M.D. 

Dr.  & Mrs.  Richard  B Schnute 
Charles  Schreiber 
Dwight  W.  Schuster,  M.D. 

John  L.  Searight,  M.D. 

John  H.  Seward,  M.D. 

William  D.  Shidal  Jr.,  M.D 
William  M.  Sholty,  M.D. 

Dr.  & Mrs.  James  E.  Simmons 
John  D.  Slack,  M.D. 

Alan  F.  Smith,  Jr.,  M.D. 

Darryl  R.  Smith,  M.D. 

James  W.  Smith,  M.D. 

Dr.  & Mrs.  Lewis  Smith 
Malcolm  S.  Snell,  M.D. 

William  D.  Snively  Jr.,  M.D. 
Mary  A.  Soule,  M.D. 

Carl  B.  Sputh,  M.D. 


Franklin,  general  surgery. 

Pablo  R.  Esguerra  Jr.,  M.D., 
Linton,  emergency  medicine. 

Marc  A.  Jones,  M.D.,  Bedford, 
ophthalmology. 

Nancy  A.  Kennedy,  M.D., 
Lawrenceburg,  internal  medicine. 

Victor  R.  Levin,  M.D., 
Kokomo,  internal  medicine. 

Thomas  G.  Luerssen,  M.D., 
Indianapolis,  neurological  sur- 
gery. 

Robert  P.  Marske,  M.D.,  In- 
dianapolis, anesthesiology. 

Gary  S.  Midla,  D O., 
Mooresville,  family  practice. 

Thomas  G.  Nill,  M.D.,  Fort 
Wayne,  urological  surgery. 

William  W.  Pond,  M.D.,  Fort 
Wayne,  anesthesiology. 

Paz  Sango,  M.D.,  Westville, 
general  practice. 

Leroy  E.  Schaefer,  M.D., 


Huntingburg,  family  practice. 

Gary  L.  Shapira,  M.D.,  Rich- 
mond, anatomic  and  clinical  pa- 
thology. 

Lawrence  J.  Sprecher,  M.D., 
Bedford,  internal  medicine. 

Douglas  J.  Van  Putten,  M.D., 
LaPorte,  ophthalmology. 

Benjamin  A.  Wendell,  M.D., 
Bloomington,  radiology. 

Residents 

Mark  E.  Bangs,  M.D.,  Indianapo- 
lis, psychiatry. 

David  L.  Brand,  M.D., 
Muncie,  internal  medicine. 

Jack  M.  Drew,  M.D.,  India- 
napolis, diagnostic  radiology. 

David  M.  Kushner,  M.D., 
Indianapolis,  radiology. 

Joseph  J.  Pavlik,  M.D.,  India- 
napolis, general  surgery.  □ 


■from  the  museum 


Jonathan  T.  Stafford,  M.D. 
Fredrick  Bates  Stehman,  M.D. 
James  B.  Steichen,  M.D. 
Joseph  L.  Steinem,  M.D. 
Vergil  K.  Stoelting,  M.D. 
Donald  C.  Stogsdill  II,  M.D. 
Richard  D.  Stookey,  M.D 
Thomas  E.  Strayer,  M.D. 
William  L.  Strecker,  M.D. 

Dr.  & Mrs.  Robert  C.  Stump 
Dr.  & Mrs.  John  G.  Suelzer 
Margie  C.  Sweeney,  M.D. 
Willis  A.  Tacker  Jr.,  M.D. 
Edward  V.  Taylor,  M.D 
Willis  A.  Thacker  Jr.,  M.D. 
Hugh  K.  Thatcher  Jr.,  M.D. 
Mr.  & Mrs.  David  R.  Thiel 
Gayle  Thornbrough 
Dr.  Walter  B.  Tinsley  Jr. 
Charles  E.  Tomich,  D.D.S. 
James  H.  Tower  Jr.,  M.D. 
Douglas  A.  Triplett,  M.D. 
Nermin  D.  Tutunji,  M.D. 


University  Clinical  Pathology  Associates 
Inc. 

Josephine  Van  Fleet,  M.D. 

Charles  J.  Van  Tassel  Jr.,  M.D. 

Vernon  Vix,  M.D. 

Kathleen  A.W.  Voegel 
Victor  J.  Vollrath,  M.D. 

Eric  A.  Vonderohe,  M.D. 

Virginia  M.  Wagner,  M.D. 

William  M.  Wahle,  M.D. 

Chester  L.  Waits,  M.D. 

Kathleen  A.  Warfel,  M.D. 

T.  Max  Warner,  M.D. 

Paul  Jordan  Wenzler,  M.D. 

Joseph  L.  West,  M.D. 

Dr.  & Mrs.  Edward  C.  Wheeler 
Robert  T.  Williamson,  M.D. 

Edward  R.  Wills,  M.D. 

David  Wilson,  M.D. 

Mark  Wisen,  M.D. 

William  S.  Yocum,  M.D 
Dawn  M.  Zimmer,  M.D. 

Dr.  & Mrs.  Don  B.  Ziperman 
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■ isma  leadership 


OFFICERS 

President  — Michael  O Mellinger,  LaGrange 
Pres. -elect  — C Dyke  Egnatz,  Schererville 
Immediate  Past  Pres  — George  H Rawls,  Indianapolis 
Executive  Director  — Richard  R.  King,  Indianapolis 
Treasurer  — Max  M Wesemann,  Franklin 
Asst.  Treasurer  — John  A.  Bizal,  Evansville 
Speaker  — William  H Beeson,  Indianapolis 
Vice  Speaker  — William  C.  Van  Ness  II,  Summitville 

EXECUTIVE  COMMITTEE 

‘Michael  O.  Mellinger,  LaGrange 
C.  Dyke  Egnatz,  Schererville 
George  H.  Rawls,  Indianapolis 
William  E.  Cooper,  Columbus 
Max  M Wesemann,  Franklin 
John  A Bizal,  Evansville 
Clarence  G.  Clarkson,  Richmond 
Peter  Winters,  Indianapolis 
William  H Beeson,  Indianapolis 
William  C.  Van  Ness  II,  Summitville 

TRUSTEES  (Terms  end  in  October) 

District 

1 — Bruce  Romick,  Evansville  (1992) 

2 — Jerome  E Melchior,  Vincennes  (1993) 

3 — Gordon  L.  Gutmann,  Jeffersonville  (1991) 

*4  — William  E.  Cooper,  Columbus  (1992) 

5 — Fred  E.  Haggerty,  Greencastle  (1993) 

6 — Clarence  G.  Clarkson,  Richmond  (1991) 

7 — Donna  J Meade,  Indianapolis  (1992) 

7 — John  M.  Records,  Franklin  (1993) 

7 — Peter  L Winters,  Indianapolis  (1991) 

8 — John  V.  Osborne,  Muncie  (1993) 

9 — R.  Adrian  Lanning,  Noblesville  (1991) 

10  — Nicholas  L.  Polite,  Hammond  (1992) 

1 1 — Jack  W.  Higgins,  Kokomo  (1993) 

12  — John  R Thomas,  Fort  Wayne  (1991) 

13  — Alfred  C.  Cox,  South  Bend  (1992) 

RMS  — Rick  Robertson,  Indianapolis  (1991) 

MSS  — Andre  Stovall,  Indianapolis  (1991) 

‘Chairman 

ALTERNATE  TRUSTEES  (Terms  end  in  October) 
District 

1 — Barney  Maynard,  Evansville  (1991) 

2 — James  Beck,  Washington  (1992) 

3 — John  H.  Seward,  Bedford  (1992) 

4 — Thomas  A Barley,  North  Vernon  (1991) 


5 — Roland  M Kohr,  Terre  Haute  (1991) 

6 — Ray  A.  Haas,  Greenfield  (1992) 

7 — Ronald  G.  Blankenbaker,  Indianapolis  (1991) 

7 — Bernard  Emkes,  Indianapolis  (1992) 

7 — Charles  O.  McCormick  III,  Greenwood  (1993) 

8 — Susan  Pyle,  Union  City  (1991) 

9 — Stephen  D.  Tharp,  Frankfort  (1992) 

10  — Frank  M.  Sturdevant,  Valparaiso  (1991) 

11  — Laurence  K.  Musselman,  Marion  (1992) 

12  — Charles  M Frankhouser,  Fort  Wayne  (1992) 

13  — Richard  ) Houck,  Michigan  City  (1991) 

RMS  — Mike  Litwiller,  Indianapolis  (1991) 

MSS  — Ruchir  Sehra,  Indianapolis  (1991) 

AMA  DELEGATES  (Terms  end  Dec.  31) 

Marvin  E.  Priddy,  Fort  Wayne  (1991) 

Peter  R.  Petrich,  Attica  (1991) 

Herbert  Khalouf,  Marion  (1991) 

John  A Knote,  Lafayette  (1992) 

Alvin  J Haley,  Carmel  (1992) 

George  T.  Lukemeyer,  Indianapolis  (1992) 

AMA  ALTERNATE  DELEGATES  (Terms  end  Dec.  31) 

John  D MacDougall,  Beech  Grove  (1991) 

William  C.  Van  Ness  II,  Summitville  (1991) 

Richard  L Reedy,  Yorktown  (1991) 

Shirley  Thompson  Khalouf,  Marion  (1992) 

Max  N Hoffman,  Covington  (1992) 

Edward  L.  Langston,  Indianapolis  (1992) 

DISTRICT  OFFICERS  AND  MEETINGS 

1 — Pres:  Richard  A Tibbals,  Evansville 

Secy:  Rex  H.  Ragsdale,  Evansille 
Annual  Meeting.  May  21,  1992 

2 — Pres:  Paul  Daluga,  Linton 

Secy:  Frederick  R.  Ridge,  Jr.,  Linton 
Annual  Meeting:  May  14,  1992 

3 — Pres;  Stephen  R Havens,  Jeffersonville 

Secv  Olegario  J.  Ignacio,  Jeffersonville 
Annual  Meeting:  May  20,  1992 

4 — Pres:  Robert  L Forste,  Jr.,  Columbus 

Secy:  Jeffery  C.  I lagedorn,  Columbus 
Annual  Meeting:  May  6,  1992 

5 — Pres:  James  R Rudolph,  Greencastle 

Secy:  Peggy  Sankey-Swaim,  Rockville 
Annual  Meeting:  May  28,  1992 

6 — Pres:  Dennis  L.  Roberts,  Shelbyville 

Secy:  William  H.  Toedebusch,  Richmond 
Annual  Meeting:  May  13,  1992 


CHAIRMEN  OF  ISMA  SPECIALTY  SECTIONS 


ALLERGY 

Paul  D Isenberg,  Indianapolis 

ANESTHESIOLOGY 
Stephen  F Dierdorf,  Indianapolis 

CUTANEOUS  MEDICINE 
Peter  L Winters,  Indianapolis 

DIRECTORS  MEDICAL  EDUCATION 
Glenn  Bingle,  Indianapolis 

EMERGENCY  MEDICINE 
Thomas  C Madden,  Greenwood 

FAMILY  PRACTICE 
Dallas  E.  Coate,  Lebanon 

INTERNAL  MEDICINE 
Neal  Irick,  Indianapolis 

MEDICAL  DIRECTORS  AND  STAFF  PHYSICIANS 
OF  NURSING  FACILITIES 
Larry  G.  Cole,  Yorktown 

NEUROLOGICAL  SURGERY 
Marvin  R Bernard,  Merrillville 

NEUROLOGY 

Charles  A Bonsett,  Indianapolis 

NUCLEAR  MEDICINE 
Mike  Mullinix,  Indianapolis 


OBSTETRICS  & GYNECOLOGY 
Philip  N.  Eskew  Jr.,  Carmel 

OPHTHALMOLOGY 

D.  Dean  Cofield,  Bloomington 

ORTHOPAEDIC  SURGERY 
James  G.  Buchholz,  Fort  Wayne 

OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 
William  F.  Cooper,  Columbus 

PATHOLOGY  & FORENSIC  MEDICINE 
Joyce  Byllesby,  Washington 

PEDIATRICS 

Charlene  Graves,  Indianapolis 

PHYSICAL  MEDICINE  AND  REHABILITATION 
Robert  Gregori,  Indianapolis 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 
Gary  A Babcoke,  Chesterton 

PSYCHIATRY 

Patricia  Sharpley,  Indianapolis 
RADIOLOGY 

Gonzalo  T.  Chua,  Indianapolis 
SURGERY 

Robert  Lempke,  Indianapolis 
UROLOGY 

Rodney  A.  Mannion,  La  Porte 


7 — Pres:  Bernard  J.  Emkes,  Indianapolis 

Secy:  H.  Marshall  Trusler,  Greenfield 
Annual  Meeting:  To  be  announced 

8 — Pres: 

Secy: 

Annual  Meeting:  June  3,  1992 

9 — Pres:  Robert  E.  Darnaby,  Rensselaer 

Secy:  Stephen  D Tharp,  Frankfort 
Annual  Meeting:  June  10,  1992 

10  — Pres:  Fi lemon  P.  Lopez,  Dyer 

Secy:  Barron  M.  Palmer,  Hammond 
Annual  Meeting:  June  17,  1992 

1 1 — Pres:  Regino  Urgena,  Marion 

Secy.  Frederick  C.  Poehler,  La  Fontaine 
Annual  Meeting.  Sept.  16,  1992 

12  — Pres:  William  Aeschliman,  Fort  Wayne 

Secy:  Joseph  Mantheiy,  Bluffton 
Annual  Meeting:  Sept.  17,  1992 

13  — Pres:  David  Haines,  Warsaw 

Secy:  John  W.  Schurz,  South  Bend 
Annual  Meeting:  Sept.  9,  1992 

COMMISSION  CHAIRMEN 

Constitution  and  Bylaws 
Helen  E.  Czenkusch,  Indianapolis 
Legislation 

Eugene  G.  Roach,  Anderson 
Physician  Assistance 

Robert  Nelson,  South  Bend 
Medical  Services 

Dallas  E.  Coate,  Lebanon 
Medical  Education 
James  E.  Carter,  Indianapolis 
Sports  Medicine 

Ronald  G.  Blankenbaker,  Indianapolis 

COMMITTEE  CHAIRMEN 

Medical  Malpractice  (Ad  Hoc) 

George  T.  Lukemeyer,  Indianapolis 
Grievance 

Richard  B.  Schnute,  Indianapolis 
Indiana  Medical  Foundation 

Frank  B.  Ramsey,  Indianapolis 


ISMA  KEY  STAFF 

Richard  R.  King,  Executive  Director 

Adele  Lash,  Director  of  Operations/Communications 

Mike  Abrams,  Director  of  Marketing/Legislation 

John  Wilson,  Director  of  Administration 

Ronald  Dyer,  General  Counsel 

Susan  Grant,  Executive  Assistant 

Richard  Ryan,  Field  Sendees  (Northern) 

Bob  Sullivan,  Field  Sendees  (Central) 

Janna  Kosinski,  Field  Sennces  (Southern) 

Barbara  Walker,  Reimbursement  Coordinator 
Tom  Martens,  Members  Health  Insurance 
Tina  Sims,  Indiana  medicine 
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“ Being  a patient  advocate  is  what  being  a physician  is  all  about.” 

Dr.  Kevin  Fullin,  Cardiologist,  Kenosha,  Wisconsin,  Member,  American  Medical  Association 


Why  would  a cardiologist  get  involved  in  the  issue 
of  family  violence?  Perhaps,  because  what  he  saw 
simply  cried  out  for  action. 

“Fully  a third  of  all  women’s  injuries  coming  into 
our  emergency  rooms  are  no  accident,”  says  Dr.  Fullin. 

While  others  were  content  to  downplay  the  issue 
of  family  violence,  Dr.  Fullin  would  not.  He  petitioned 
state  officials,  and  through  his  efforts  the  first  Domestic 
Violence  Advocate  Program  in  his  state  was  created. 

“Organized  medicine  must  serve  as  an  advocate 
for  patients,”  stressed  Dr.  Fullin. 

The  American  Medical  Association  (AMA)  couldn’t 


agree  more.  We’re  committed  to  focusing  physician 
attention  on  the  issue  of  family  violence. 

You  are  invited  to  join  Dr.  Fullin  and  to  join  with 
him  in  his  efforts  to  bring  quality  health  care  to  those  in 
need.  Become  a member  of  the  American  Medical 
Association  today. 

Members  of  the  AMA  are  encouraged  to  join  their  state,  county  and  specialty  societies. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


■classifieds 


PURDUE  UNIVERSITY  Student  Health 
Center  is  seeking  a BC/BE  physi- 
cian to  provide  primary  care  in  an 
active  university  health  setting 
serving  a student  population  of 
36,000.  Health  care  and  preven- 
tion services  are  offered  through 
outpatient  and  women's  clinics, 
urgent  care  facilities,  mental 
health  service,  physical  therapy 
department  and  a progressive 
health  promotion/patient  educa- 
tion program.  This  full-time,  12- 
month  appointment  offers  excel- 
lent fringe  benefits,  including  a 
generous  vacation/holiday  pack- 
age, CME  allowance,  malpractice 
coverage,  an  outstanding  retire- 
ment program,  medical  insurance 
and  a light  call  schedule.  Appli- 
cants should  have  a strong  interest 
and/or  experience  in  working  with 
college  students.  Please  call  or 
send  CV  to  James  S.  Westman, 
Ph.D.,  Director,  Purdue  University 
Student  Health  Center,  West 
Lafayette,  IN  47907,  phone  (317) 
494-1720. 

FOR  SALE  - The  best  method  of 
following  weight-loss  patients  is  by 
measuring  accurately  body  fat 
composition.  An  electrolipograph 
(ELG)  machine  is  the  most  accu- 
rate way  of  measuring  body  fat, 
next  to  messy  water  tanks.  We 
have  one  for  sale.  It  is  a Bio- 
Analogic  model  including  a por- 
table computer  with  medical  risk 
evaluation  programs  and  two  24- 
hour  blood  pressure  monitoring 
systems.  A 1989  Burdick  portable 
ECG  machine  with  interpretation 
capabilities  is  also  available.  Call 
(404)  275-8884  for  more  informa- 
tion. 

WANTED  - Full-time  inpatient  clini- 
cal director  for  Indianapolis  com- 
munity-based family  practice  resi- 
dency training  program.  Must  be 
residency- trained,  board-certified 
family  physician  or  general  Inter- 
nist. Full-service,  600-bed,  commu- 
nity hospital.  Salary  and  benefits 
competitive.  (317)  871-2420, 

Patrick  L.  Foley,  M.D. 


PRO-LIFE  OBSTETRICS  AND  GYNE- 
COLOGY group  seeks  a third  asso- 
ciate for  a rapidly  expanding 
practice.  Retirement  of  three  OB/ 
GYNs  within  18  months  has  cre- 
ated a dramatic  need  for  expan- 
sion in  this  specialty.  Take  advan- 
tage of  the  recreational  possibili- 
ties of  nearby  Michigan  while  en- 
joying the  professional  advantages 
of  practice  in  Indiana.  Call  or 
write  Jeffrey  L.  Cain,  M.D.,  West 
Side  Obstetrics  8c  Gynecology, 

P.C.,  Elkhart,  IN  46514,  (219)  293- 
6999. 

INDIANA:  BIG  10  university  town. 
Full-time  position  available  for  fam- 
ily physician  in  a growing  free- 
standing clinic.  Competitive  salary 
and  benefits.  Reply  to  Rebecca 
Patterson,  manager.  Physicians 
Ready  Care,  1040  Sagamore  Park- 
way West,  West  Lafayette,  IN 
47906. 

EASTERN  ILLINOIS  - Ground-floor 
opportunity  to  start  3-4  physician 
group  or  join  45-physician  multi- 
specialty group.  Good  call  cover- 
age in  both  situations.  Three-year 
net  guarantee  totalling  $375,000 
includes  malpractice,  office  ex- 
penses, staff,  management,  etc. 
Additional  $10,000  per  year  for 
board  certification.  Half-hour  from 
Big  10  university.  Contact  Bob 
Suleski  or  Lee  Fivenson,  1-800-338- 
7107. 

EMERGENCY  MEDICINE:  Expanding 
physician-owned  emergency 
medicine  group  needs  physicians 
for  small  Indiana  hospitals.  Com- 
petitive salary  and  benefits.  Con- 
tact Preferred  Medical  Manage- 
ment, P.O.  Box  1897,  Marlon,  IN 
46952. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 
exist  both  within  and  outside  Indi- 
ana. Call  Patti  Quiring  at  work, 
(317)  841-7575,  or  at  home,  (317) 
823-4746.  Patti  Is  a physician  re- 
cruiter for  Quiring  Associates,  an 
executive  search  firm  headquar- 
tered In  Indianapolis. 


REAL  ESTATE  - Exclusive  30-acre 
site.  720  feet  of  Lake  Michigan 
non-eroding  beach  frontage  X 
approximately  1 ,800  feet  deep. 
Ideal  for  medical  retreat  or  asso- 
ciation compound.  Set  up  and 
approved  to  accommodate  eight 
estate-sized  sites  if  interested  in 
subdividing.  Can  have  private 
gated  entry.  $2,500,000.  Two  3/4 
hours  from  Chicago.  One  1 /4 
hours  from  South  Bend.  Three  min- 
utes from  1-196/31  Expressway  at 
South  Haven,  Mich.  For  informa- 
tion, call  (219)  291-9717  or  write 
Joe  Hickey,  1313  Erskine  Manor  Hill, 
South  Bend,  IN  46614.  This  is  a first- 
time offering. 

INDIANA  - OBSTETRICIAN.  Gyne- 
cologist group  or  solo  practice. 
North  central  Indiana  community 
of  40,000.  Service  area  of  more 
than  85,000.  235-bed  JCAHO- 
accredited  acute  care  hospital. 
Excellent  educational,  cultural  and 
recreational  opportunities.  Easy 
access  to  major  metro  area. 
Board-certified  (or  eligible)  appli- 
cants contact  G.R.  Stubbs,  Assis- 
tant Administrator,  Marion  General 
Hospital,  Wabash  at  Euclid  Ave., 
Marion,  IN  46952,  (317)  662-4775. 

FOR  SALE  - One  new,  unused 
Dupont  Analyst  bench-top  chemis- 
try system.  Includes  lipid  rotator, 
dilutor  and  operator's  manual. 

Call  (317)  293-7575  - daytime,  9:30 
a.m.  to  5 p.m.,  except  Wednes- 
day, or  (317)  251-5212  after  6 p.m. 

GENERAL  INTERNIST  - BC/BE.  To 
join  a busy  five-man  practice  with 
special  interest  in  hospital  intensive 
care,  plus  consultative  and  primary 
care  practice  In  the  Indianapolis 
area.  Will  offer  partnership.  Reply 
to  Box  19616,  Indianapolis,  IN 
46219. 

FAMILY  PRACTITIONERS/INTERNISTS 

- MetroHealth,  an  affiliate  of  Meth- 
odist Hospital  of  Indiana,  Inc.,  is 
seeking  board-certified/eligible 
family  practitioners  and  internists. 
Share  the  advantages  of  joining 
an  established  prepaid 
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multispecialty  physician  group 
offering  an  ideal  blend  of  practice 
and  lifestyle,  paid  professional 
liability,  competitive  compensation 
and  fringe  benefit  packages,  Our 
practice  is  located  in  Indianapolis, 
a thriving  Midwest  community 
offering  a number  of  cultural,  edu- 
cational and  recreational  activi- 
ties. For  confidential  consider- 
ation, submit  curriculum  vitae  to 
MetroHealth  Physician  Recruit- 
ment, P.O.  Box  1367,  Indianapolis, 
IN  46206. 

POSITION  AVAILABLE  with  thriving 
three-clinic  urgency  care  corpora- 
tion. Practice  heavily  emphasizing 
industrial,  sports  medicine  and 
wellness  programs.  Regular  work 
week,  no  call.  Assistant  medical 
director  available.  Salary  and 
benefits  in  six  figures.  Contact  Dr. 
Dean  Elzey,  (219)  489-2772. 


billing.  Hourly  compensation 
based  on  training,  experience  and 
qualifications.  Excellent  fringe 
benefit  package  includes,  life, 
health,  disability  and  malpractice 
insurance  plus  CME  allowance, 
ACEP  and  ISMA  dues,  pension 
plan  and  potential  bonus.  Con- 
tact Michael  D.  Bishop,  M.D., 
FACEP,  Emergency  Care  Physi- 
cians, 640  S.  Walker  St.,  Suite  A, 
Bloomington,  IN  47403,  (812)  333- 
2731. 


CENTRAL  INDIANA  - Physician- 
owned  emergency  group  accept- 
ing applications  for  full-time,  ca- 
reer-oriented emergency  physi- 
cians. Flexible  work  schedules  and 
excellent  benefit  package.  Part- 
time  and  directorship  positions  also 
available.  Send  CV  or  contact 
Midwest  Medical  Management, 
Inc.,  528  Turtle  Creek,  North  Drive, 
Suite  F-4.  Indianapolis,  IN  46227, 
(317)  783-7474.  □ 


Classified  advertising  rates 

Classified  advertisements  are  published  as  a service  to  members  of  the 
Indiana  State  Medical  Association.  Only  ads  considered  to  be  of  advan- 
tage to  members  will  be  accepted.  Advertisements  of  a truly  commercial 
nature  (ie:  firms  selling  brand  products,  services,  etc.)  will  be  considered 
for  display  advertising.  All  orders  must  be  in  writing  and  will  automati- 
cally be  set  in  regular  classified  type.  Box  numbers  are  not  available. 


EMERGENCY  MEDICINE  - Terre 
Haute,  Ind.  Local  multi-hospital 
group  seeking  full-time  career- 
oriented  emergency  physician  for 
position  in  small-  and  medium- 
volume  community  hospitals.  Flex- 
ible scheduling,  very  competitive 
compensation  package,  partner- 
ships available.  Send  CV  or  con- 
tact William  R.  Grannen,  Priority 
Health  Care,  P.C.,  7179  Lamplite 
Ct.,  Cincinnati,  OH  45244,  (513) 
231-0922. 

EMERGENCY  PHYSICIANS  WANTED  - 

For  Fayette  Memorial  Hospital  in 
Connersville,  Ind.  Will  consider  all 
physicians  with  emergency  medi- 
cine experience.  15,000  visits/year. 
Fee-for-service  group  does  its  own 


Charges: 

* ISMA  members 25<t/word  ($15  minimum) 

* Non-members 75c/word  ($30  minimum) 

Deadline:  Six  weeks  preceding  month  of  publication. 

Payment  procedure:  Payment  in  advance  is  not  required.  Invoices  and 
tearsheets  are  mailed  to  advertisers  upon  publication.  Indiana  medicine  is 
issued  on  the  10th  of  each  month. 


Address:  Indiana  medicine,  322  Canal  Walk,  Indianapolis,  IN  46202-3252. 


Advertisements  for  employment  containing  specifications  as  to  race,  creed, 
color,  age,  religion,  sex,  ethnic  origin  or  national  origin  may  be  unlawful 
and  professionally  improper.  Accordingly,  discriminatory  wording  is  not 
acceptable  in  Indiana  medicine.  In  such  a case,  Indiana  medicine  will  mod- 
ify the  wording  and  notify  the  advertiser  of  the  change. 
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Are 

you  reading 
this  ad? 

So  are  thousands  of 
others.  Reach  more  than 
6,000  physicians  with  a 
display  ad  in  Indiana 
medicine,  the  journal  of  the 
Indiana  State  Medical 
Association. 

For  additional  information 
on  how  to  place  an  ad, 
contact  INDIANA  MEDICINE, 

322  Canal  Walk,  India- 
napolis, IN  46202-3252, 
(317)  261-2060  or  1-800- 
969-7545. 

C --  - - - - -JJ 


Advertising  index 


Alliant  Health  System  797 

American  Medical  Association 820,  849 

American  Medical  Financing 787 

Central  Pharmaceuticals 791 

The  Ear  Institute  of  Indiana 845 

Estridge  Corporation,  Paul 779 

Lexington  Clinic 811 

Lilly,  Eli  & Co 800,  801 

Lincoln  National  Life Cover 

Medical  Protective 777 

Palisades  Pharmaceuticals 801 

Physicians'  Directory 821 

Physicians  Insurance  Co. 

of  Indiana Cover 

Riley  Hospital  for  Children 781 

St.  Luke's  Hospital 774 

U.S.  Air  Force 813 

University  Place Cover 

Van  Ausdall  + Farrar 815 

Wabash  Medical  Resources 845 


In  accepting  advertising  for  publication,  Indiana 
medicine  has  exercised  reasonable  precaution  to  en- 
sure that  only  reputable,  factual  advertisements  are 
included.  However,  we  do  not  have  facilities  to 
make  comprehensive  or  complete  investigation,  and 
the  claims  made  by  advertisers  in  behalf  of  goods, 
services,  medicinal  preparations,  apparatus  or  physi- 
cal appliances  are  to  be  regarded  as  those  of  the 
advertisers  only.  Neither  sanction  nor  endorsement 
of  such  is  warranted,  stated  or  implied  by  the  asso- 
ciation. 
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Are  you  moving 
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If  so,  please  send  change  of  address  to  the  Indiana  State  Medical  Association,  Membership  Department,  322  Canal  Walk, 
Indianapolis.  IN  46202-3252,  at  least  six  weeks  before  you  move. 


Name: 

o Home 
Address:  o Office 

City: 

State:  Zip:  _ County: 

Office  phone: _ _ Home  phone: 

IMPORTANT  - Attach  mailing  label  from  your  last  copy  of  Indiana  medicine  here: 
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ISMA  Health/Dental  Insurance 


Benefits  available  to  members  of  the  Indiana  State  Medical  Association  and 
their  employees  through  expanded  ISMA  group  sponsored  health  insurance. 


MEDICAL  PLAN  A 

• 365  Days  of  Inpatient  Hospital  Care 

• 100%  payment  semi-private  or  hospital  ward  room 

• 365  Days  In-Hospital  Medical  Care 

• 100%  reasonable  and  customary  allowances  for  surgery, 
maternity,  general  anesthesia,  medical  visits,  radiation 
therapy,  and  other  eligible  inpatient  hospital  charges 

• Unlimited  Major  Medical  Benefits  ($100  deductible) 


MEDICAL  PLAN  B 

• Comprehensive  Major  Medical  protection 

• $250  calendar  year  deductible,  $500  per  family 

• Stop-Loss  Limit  $5,000  per  person,  $10,000  per  family 

• PCS  Card 

• Includes  cost-containment  features 

• Unlimited  Maximum  Benefits 


MEDICAL  PLAN  C 

• Comprehensive  Major  Medical  protection 

• $500  calendar  year  deductible,  $1,000  per  family 

• Stop-Loss  Limit  $5,000  per  person,  $10,000  per  family 

• Unlimited  Maximum  Benefits 


MEDICAL  PLAN  D 

• Economical  Comprehensive  Major  Medical  protection 

• $1,000  calendar  year  deductible,  $2,000  per  family 

• Stop-Loss  Limit  $5,000  per  person,  $10,000  per  family 

• Unlimited  Maximum  Benefits 


MEDICAL  PLAN  E 

• Low  cost  Comprehensive  Major  Medical  protection 

• $2,000  calendar  year  deductible,  $6,000  per  family 

• Stop-Loss  Limit  $10,000  per  person,  $30,000  per  family 

• Unlimited  Maximum  Benefits 


DENTAL  PLAN 

• Reasonable  and  customary  allowances  for  necessary  care 
and  treatment  for  dental  health  - $50  calendar  year 
deductible,  $100  per  family 

• $1,500  maximum  dental  benefit  per  person  in  a calendar 
year  paid  at  80%,  additional  major  dental  paid  at  50% 

• $1,000  Orthodontia  Benefits  paid  at  50%  of  reasonable 
and  customary  charges 


The  Lincoln  National  Life  Insurance  Company  is  most 
pleased  to  be  underwriting  the  Group  Medical  and 
Dental  Program  for  the  Indiana  State  Medical 
Association.  Your  benefit  programs  have  been 
designed  to  provide  the  highest  quality  coverage 
and  service  at  the  lowest  possible  cost.  A special 
claim  paying  unit  has  been  established  in  our  Fort 
Wayne  Regional  Claims  Office  to  handle  only  the 
ISMA  program.  Should  you  have  questions  or  prob- 
lems, you  may  speak  directly  to  your  claim  processor 
at  1-800-338-0363.  We  look  forward  to  serving  you 
and  encourage  your  review  of  the  program  and  ser- 
vices being  provided. 

SUPPLEMENTAL  BENEFITS  FOR  ORGAN 
OR  TISSUE  TRANSPLANTS 

• Included  with  all  medical  plans. 

• Covered  Transplant  Procedures:  This  policy  covers  any  of 
the  following  human  to  human  organ  or  tissue 
transplants:  bone  marrow;  heart;  heart/lung;  liver;  cornea. 

• Maximum  Transplant  Benefit:  $1,000,000  per  lifetime  per 
insured  person  for  all  transplant  services. 


For  more  information  regarding 
these  coverages  contact: 

Earl  W.  Williams 

Professional  Account  Representative 
11595  N.  Meridian  St.,  Suite  802 
Carmel,  Indiana  46032 

(317)  573-6520 
1-800-421-3020 
(317)  573-6524  FAX 

Tom  Martens 

Director,  Health  Insurance  Administration 
Indiana  State  Medical  Association 
322  Canal  Walk 

Indianapolis,  Indiana  46202-3252 

(317)  261-2060 
1-800-969-7545  Indiana 
(317)  261-2076  FAX 


Affiliated  Physicians  Services,  Inc. 


MEDICAL  REIMBURSEMENT  PLAN 

• Tax  deductible  to  the  professional  corporation 


SAFE 

HARBOR 


Smart  sailors  know  where  to  seek 
safe  harbor.  For  medical  liability 
protection,  Indiana  physicians  find 
safe  harbor  with  Physicians  Insurance 


Company  of  Indiana,  the  company 
formed  and  owned  by  the  Indiana 
State  Medical  Association  for  that 
purpose. 
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scientific  contributions 


Recent  developments  in  hereditary 

nephritis  (Alport's  syndrome) 860 

Modern  management  of  aneurysmal 

subarachnoid  hemorrhage 868 

Cardiac  rehabilitation  services: 

Is  there  a case  for  it? 872 

Gastric  infarction:  A case  report 876 
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Cover  art  is  detail  of  "Poinsettia 
Quilt,"  1915,  by  Marie  Webster. 
© 1991,  Indianapolis  Museum  of 
Art,  Gift  of  Mrs.  Gerrish  Thurber. 
Cover  design  by  Diane  Alfonso 
of  Indianapolis. 


Civil  War  surgery:  Gettysburg,  summer  of  1863  880 

A historical  look  at  surgery  and  medical  procedures  during  the 
three-day  battle  of  Gettysburg  in  1863. 


■ departments 


A problem-solving  curriculum  for  active  learning: 

Northwest  Center  for  Medical  Education 884 

Medical  school  graduates  of  the  problem-solving  curriculum  at  the 
Northwest  Center  for  Medical  Education  must  develop  appropriate 
skills  and  attitudes  for  continuous  professional  growth. 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr ) 5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbme  blocks  presynaptic  alpha -2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating , nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 T.4  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon?  1/12  gr.  5.4  mg  in 
bottles  of  100  s NDC  53159-001-01  and  1000  s NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al. , New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed . , p 176-188, 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983 

4.  A Morales  et  al . , The  Journal  of  Urology  128: 

45-47, 1982. 
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Indiana  medicine  to  change 
contents  and  publish  bimonthly 

Beginning  in  January  1992,  Indiana  medicine  will  change  the  focus  of 
its  contents  and  the  number  of  issues  published  annually.  Articles 
on  socioeconomic,  practice  management,  legal,  ethical,  financial  and 
regulatory  topics  targeted  toward  practicing  physicians  will  be  in- 
cluded in  each  issue.  The  journal  will  switch  to  a bimonthly  publica- 
tion schedule,  with  issues  in  January,  March,  May,  July,  September 
and  November,  instead  of  monthly. 

The  changes  are  being  made  as  a result  of  findings  from  a recent 
Indiana  medicine  readership  survey  and  the  recommendations  of  a 
communications  task  force. 

Indiana  will  not  participate 
in  HCFA  pilot  project 

The  Health  Care  Financing  Administration  (HCFA)  has  reduced  the 
scope  of  its  pilot  project  for  review  of  care  provided  in  the  physician 
office  setting.  HCFA  also  announced  Indiana  will  not  participate  in 
the  project,  and  Indiana  physicians  will  not  be  recruited  to  partici- 
pate. 

Under  the  direction  of  the  Wisconsin  PRO,  Indiana  and  five  other 
states  planned  to  test  the  feasibility  of  a particular  approach  to  the 
review  of  care  in  the  physician  office  setting. 

ISMA  sponsors  seminar  on 
INCAP  for  state  legislators 

Eleven  state  legislators  and  a staff  member  of  the  Indiana  Depart- 
ment of  Insurance  attended  an  ISMA  INCAP  seminar  Nov.  16  in 
Bloomington.  The  seminar  provided  policymakers  an  understanding 
of  INCAP,  the  Indiana  Compensation  Act  for  Patients,  as  Indiana's 
Medical  Malpractice  Act  is  referred  to. 

John  Render,  an  Indianapolis  attorney  who  lobbied  for  the  original 
bill  in  1975,  explained  the  law  and  the  malpractice  climate  in  1975. 
Geoff  Segar,  an  Indianapolis  attorney  who  defends  physicians  in 
malpractice  cases,  outlined  how  a patient  collects  damages  in  a mal- 
practice case.  Eleanor  Kinney,  a professor  at  the  Indiana  University 
School  of  Law,  presented  the  findings  from  a study  she  conducted 
for  the  Robert  Wood  Johnson  Foundation.  The  study  shows  that  on 
large  malpractice  claims  Indiana  patients  recover  more  damages  than 
claimants  in  Michigan  or  Ohio,  even  though  neither  of  those  states 
has  a cap  on  damages.  Kevin  Kelly,  associate  director  of  the  Michi- 
gan State  Medical  Society,  explained  the  policy  impact  of  Michigan's 
poor  malpractice  climate. 

‘Evening  with  the  Stars’  theme 
of  ISMA  legislative  reception 

[I 

The  ISMA  and  the  Indiana  Medical  Political  Action  Committee 
(IMP AC)  will  sponsor  the  annual  legislative  reception  Wednesday, 
Jan.  15,  from  6 to  8:30  p.m.  at  the  Hyatt  Regency  Hotel  in  downtown 
Indianapolis.  "An  Evening  with  the  Stars"  is  the  theme  of  the  event, 
which  is  open  to  all  ISMA  members  and  members  of  the  Indiana 

[v 

General  Assembly.  For  details,  call  Susan  Grant,  (317)  261-2060  or  1- 
800-969-7545.  □ 
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■ from  the  museum 


1 lie  Indiana  Medical  History 
Museum  received  an  excellent 
opportunity  to  make  improve- 
ments to  its  historic  structure  this 
year  when  the  museum  accepted 
a $10,000  matching  grant. 

The  grant  was  awarded  by  the 
Indiana  Department  of  Natural 
Resources'  Division  of  Historic 
Preservation  and  Archaeology. 

The  U.S.  Department  of  the  Inte- 
rior provides  the  money  for  this 
grant  program  through  the  His- 
toric Preservation  Fund. 

The  museum  will  use  the 
matching  grant  to  install  a new 
flat  roof  on  the  rear  portion  of  the 
historic  structure.  The  current 
roof,  which  is  more  than  25  years 
old,  received  its  last  repair  in 
1990,  when  the  museum  replaced 
the  flashings  around  the  skylights. 

Besides  installing  a new  roof, 
this  project  will  include  repairing 
three  skylights  and  replacing  the 
gutters  in  several  locations.  This 
work  also  will  entail  tuck-pointing 
any  damaged  masonry. 

In  addition,  the  museum  will 
use  the  matching  grant  to  con- 
struct a handicapped-access  ramp. 
The  structure  will  allow  admit- 
tance to  seven  of  the  12  historical 
rooms  and  the  museum's  exhibits 
gallery.  The  matching  grant  also 
will  enable  the  museum  to  install 
automatic  change-over  thermo- 
stats for  the  building's  tempera- 
ture control  unit.  The  improve- 
ment will  help  the  museum  pro- 
vide the  constant  interior  tem- 
perature necessary  to  preserve 
more  than  15,000  artifacts. 

To  make  these  improvements, 
the  museum  must  match  the 
$10,000  the  grant  offers  on  a 50-50 
basis.  According  to  the  Depart- 
ment of  Natural  Resources,  the 
grant  provides  one  dollar  for  ev- 
ery dollar  the  museum  raises. 

The  Indiana  Medical  History 
Museum  decided  to  approach 


potential  donors  about  this  oppor- 
tunity to  make  the  needed  im- 
provements during  this  year's 
annual  operating  campaign.  The 
donation  card  mailed  last  month 
to  Indiana  physicians  includes  a 
separate  box  in  which  to  indicate 
a contribution  beyond  the  amount 
given  to  support  the  museum's 
operating  expenses. 

The  annual  campaign  helps 
raise  funds  to  support  various 
aspects  of  the  museum's  opera- 
tions, such  as  the  costs  of  utilities 
and  maintenance.  The  individual 
and  corporate  contributions  en- 
able the  museum  to  remain  open 
to  provide  its  diverse  programs. 

These  private  contributions 
represent  an  important  part  of  the 
financial  support  the  museum 
requires.  Besides  this  assistance, 
the  museum  receives  funds  from 
the  donations  physicians  make 
through  the  Indiana  State  Medical 
Association  and  from  individual 
memberships  in  the  museum. 

The  donations  physicians 
make  through  the  ISMA  occur 
when  physicians  check  the  "Med 
Mus"  box  on  the  ISMA  dues  form. 


The  $15  donation  entitles  a physi- 
cian to  membership  in  the  mu- 
seum, helps  defray  the  costs  of 
printing  the  museum's  newsletter, 
Snakeroot  Extract,  and  supports 
various  programs  and  exhibits. 

For  years,  these  donations  and 
the  individual  memberships  were 
the  museum's  primary  source  of 
financial  support.  However,  in- 
creasing costs  prompted  the  mu- 
seum to  conduct  its  first  annual 
operating  campaign  in  1989. 

This  year,  the  museum  hopes 
to  raise  more  than  $18,000  during 
the  annual  operating  campaign. 
However,  those  funds  remain 
separate  from  the  donations 
needed  to  match  the  $10,000  grant. 

The  museum  needs  additional 
support  this  year  to  meet  both 
financial  challenges.  With  these 
contributions,  the  museum  will 
continue  to  preserve  the  state's 
rich  medical  heritage.  □ 

The  Indiana  Medical  History 
Museum  is  located  at  3045  W.  Ver- 
mont St.,  adjacent  to  Central  State 
Hospital,  in  Indianapolis.  Call  (317) 
635-7329  for  more  information. 


Donations  given  to  match  the  $10,000  grant  awarded  by  the  Indiana 
Department  of  Natural  Resources'  Division  of  Historic  Preservation  and 
Archaeology  will  help  restore  the  museum's  three  skylights. 
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West  86th 

8915  Waterside  Circle 

West  of  Zionsville  Rd.  on  86th  St. 


Claybridge 

632  Mayfair  Lane 
126th  St.  and  Spring  Mill  Rd. 


When  you  consider 
the  luxuries  in  these 
homes,  it  becomes 
clear  why  so  very 
few  are  available. 

Four,  to  be  exact 


Paul  E.  Estridge  proudly  presents  four  of  the  most 
impressive  homes  in  the  area.  Now  you  can  indulge 
in  the  luxury  of  one  of  these  magnificent  creations 
and  become  one  of  the  , 

privileged  few.  rPv 


privileged  few. 

Call  Gary  McNutt  today 
for  your  private  showing, 
846-7311. 


stridge  Corp. 


We  also  offer  an  exclusive  selection  of  homesites  and  custom  home  opportunities,  priced  from  $500,000. 
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cme  calendar 


Indiana  University 

The  Indiana  University  School  of 
Medicine  will  sponsor  this  course: 
Dec.  20  - Anxiety  and  Depres- 

sion in  the  Elderly: 
Psychotherapy  and 
Psychopharmacol- 
ogy, University  Place 
Conference  Center 
and  Hotel,  India- 
napolis. 

For  more  information,  call  the 
registrar,  (317)  274-8353. 


University  of  Michigan 

The  University  of  Michigan  Medi- 
cal School  will  sponsor  these 
courses: 


Jan.  27-29- 


Feb.  2-7  - 


Feb.  28-  - 

Mar.  1 


Mar.  8-11  - 


Mar.  17-21- 


Fiberoptics  Work- 
shops for  the  Diffi- 
cult Airway, 

Disney's  Yacht  and 
Beach  Club  Resorts, 
Lake  Buena  Vista, 
Fla. 

Midwinter  Family 
Practice  Update, 
Boyne  Highlands 
Inn,  Harbor  Springs, 
Mich. 

Advances  in  the 
Management  of  In- 
fectious Diseases: 
Update  1992,  South 
Seas  Plantation, 
Captiva  Island,  Fla. 
Fiberoptics  Work- 
shops for  the  Diffi- 
cult Airway,  Red 
Fion's  Fa  Posada 
Resort,  Scottsdale, 
Ariz. 

Family  Practice,  15th 
Annual  Spring  Re- 


view Course,  The 
Towsley  Center,  Ann 
Arbor,  Mich. 

For  more  information  on  these 
courses,  call  Angela  Voeller  at 
(313)  763-1400. 


University  of  Wisconsin 

The  University  of  Wisconsin 

School  of  Medicine  will  sponsor 

these  courses: 

Feb.  28-29  - Orthopaedics  in  Pri- 
mary Care, 
Edgewater  Hotel, 
Madison,  Wis. 

Apr.  1-3  - Electrophysiologic 

Basis  for  the  Diagno- 
sis and  Management 
of  Cardiac 
Arrhythmias,  Hyatt 
Regency  Hotel,  Mil- 
waukee, Wis. 

Apr.  23-24-  The  Heart  of  Cardi- 
ology is  (Still) 
Echocardiology, 

Marc  Plaza  Hotel, 
Milwaukee,  Wis. 

May  5-7  - 15th  Annual  Sports 

Medicine  Sympo- 
sium, Holiday  Inn- 
West,  Madison,  Wis. 

Oct.  16-17  - Fumbar  Spine  and 
Back  Ache,  Holiday 
Inn-East  Towne, 
Madison,  Wis. 

For  more  information,  call 

Sarah  Aslakson  at  (608)  263-2856. 


Ohio  State  University 

The  Ohio  State  University  College 
of  Medicine  will  sponsor  these 
courses: 

Jan.  18  - Tardive  Dyskinesia 

Update:  Risks,  Pre- 


Feb.  15-16- 


Feb.  22-23  - 


Feb.  28-29  - 


Mar.  6-7  - 


Apr.  11  - 


Apr.  24-25- 


May  2 


For  more 
800-492-4445. 


vention  and  Manage- 
ment, Marriott  Inn 
North,  Columbus, 
Ohio. 

Infectious  Diseases, 
Hyatt  on  Capitol 
Square,  Columbus, 
Ohio. 

Gastroenterology 
Update,  Hyatt  on 
Capitol  Square,  Co- 
lumbus, Ohio. 
High-Risk  Obstetrics: 
Obstetric  Emergen- 
cies, University 
Ramada  Inn,  Colum- 
bus, Ohio. 

35th  Annual  Post- 
graduate Ophthal- 
mology Symposium: 
Diabetes  Mellitus: 
Ophthalmic  Perspec- 
tives, Hyatt  on  Capi- 
tol Square,  Colum- 
bus, Ohio. 
Rheumatology  for 
the  Non- 
Rheumatologist, 
Marriott  Inn  North, 
Columbus,  Ohio. 
Sports  Medicine,  J. 
Feonard  Camera 
Center,  Columbus, 
Ohio. 

Cancer  Pain  Man- 
agement, Rhodes 
Hall  Auditorium, 
Ohio  State  Univer- 
sity Hospitals,  Co- 
lumbus, Ohio, 
information,  call  1- 
□ 
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unless  you  settle  the  issue  by  signing 
on  the“Dispense  as  Written”  line. 
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scientific  contributions 


Recent  developments  in 
hereditary  nephritis 
(Alport’s  syndrome) 


Abstract 

Hereditary  nephritis  with  deafness,  or  Alport's  syndrome,  is  a familial 
disorder  characterized  by  progressive  renal  insufficiency,  sensorineural 
hearing  loss  and  ocular  abnormalities.  The  Alport's  nephropathy  ap- 
pears to  result  from  a primary  biochemical  defect  of  the  glomerular 
basement  membrane,  specifically  an  alteration  of  type  IV  collagen. 

The  cardinal  clinical  manifestation  of  Alport's  is  chronic  hematuria. 
End-stage  renal  disease  develops  in  most  affected  males,  while  af- 
fected females  generally  experience  a benign  renal  course.  The  diag- 
nosis depends  on  characteristic  electron  microscopy  findings  of  a vari- 
ably thickened  and  thinned  glomerular  basement  membrane  with 
lamellation  and  basket  weaving.  Alport's  is  a genetically  heteroge- 
neous disorder  with  several  modes  of  inheritance.  A review  of  the 
literature  with  discussion  of  the  clinical  and  basic  science  aspects  of 
hereditary  nephritis  is  presented. 


Frances  S.  Bubalo,  M.D. 

Darrell  D.  Davidson,  M.D.,  Ph.D. 

-^^.lport's  syndrome  is  an 
inherited  chronic  glomerulo- 
nephritis with  hematuria  and  as- 
sociated deafness  or  eye  abnor- 
malities. Hematuria,  the  most 
frequent  presenting  symptom, 
often  first  comes  to  attention  as  an 
episode  of  gross  hematuria  fol- 
lowing a childhood  upper  respira- 
tory infection.1  It  can  appear  at 
birth  or  within  the  first  few 
months  of  life.1  Typically  the  se- 
verity of  hematuria  lessens  as  the 
patient  grows  older,  with  recur- 
rent macroscopic  hematuria  disap- 
pearing after  the  age  of  15  to  20 
years.1  Though  gross  hematuria  is 
an  infrequent  finding  in  adults, 
most  will  have  chronic  micro- 
scopic hematuria  and  urinary 
erythrocyte  casts.  Following  the 
general  rule  that  affected  females 
manifest  a less  severe  course  than 
males,  females  often  have  inter- 
mittent, instead  of  chronic,  and 
microscopic,  rather  than  gross, 
hematuria2  (Table  1).  Tishler 
found  12%  to  15%  of  obligate 
female  heterozygotes  never  expe- 
rience hematuria.3 

Proteinuria  and  hypertension 
increase  in  incidence  and  severity 
with  age  and  are  more  likely  to 
occur  in  males  than  females.24 
Proteinuria  is  minimal  or  absent 
in  early  childhood  but  eventually 


develops  in  most  affected  males.2 
Nephrotic  syndrome  ensues  in 
30%  to  40%  with  Alport's  syn- 
drome4 and  is  more  likely  to  occur 
in  those  who  progress  to  early 
renal  failure  (before  age  31  ).5  The 
peak  incidence  of  nephrotic  syn- 
drome in  Alport's  patients  is  be- 
tween the  ages  of  14  and  20.  In- 
creased plasma  protein  synthesis 
compensates  well  for  urinary  pro- 
tein losses.5  Thus,  clinically  evi- 
dent edema  is  rarely  observed,5 
and  serum  complement  concentra- 
tions are  normal.5 

Diagnosis  is  usually  made 
before  age  6,  although  females  are 
often  diagnosed  later  than 
males.16  In  mildly  affected  people, 
the  urinary  abnormalities  may  not 
be  discovered  until  routine  screen- 


ing during  pregnancy  or  a family 
investigation.1  Although  end-stage 
renal  failure  (ESRF)  ultimately 
develops  in  practically  all  affected 
males,  the  rate  of  progression  is 
highly  variable.2  Renal  failure  is 
uncommon  before  age  15,  usually 
developing  between  the  ages  of  20 
and  40, 4 but  can  appear  before  age 
12  or  after  age  50  in  some  males. 
Once  established,  renal  insuffi- 
ciency typically  progresses  inexo- 
rably to  ESRF  over  an  average  of 
six  years.5 

Rates  of  progression  to  renal 
failure  generally  show  intrafamil- 
ial  correlation.5-7  Atkin's  classifica- 
tion scheme  is  based  on  division 
of  kindreds  into  juvenile  and 
adult  types  based  on  the  age  at 
onset  of  renal  failure5  (Table  2). 
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Table  1 

Clinical  features  of  Alport’s  syndrome 


Age  at  onset6 
Symptoms1,3'4 

Age  nephrotic  syndrome4-5 
Age  renal  failure1-2 

Age  50%  mortality* 
Hearing  loss1-6-8 
Anterior  lenticonus1 
Retinal  lesions  only1-13 
Macrothrombocytopenia414 


Male 

newborn-11  yrs. 
gross  hematuria 
intermittent  microscopic  h. 
14-20  yrs. 

variable,  8-25  yrs.,  may  occur 
as  late  as  62  yrs. 

32  yrs. 

71-81% 

30-47% 

0-18% 

2% 


Female 

2-42  yrs.,  found  at  family  screening 
microscopic  hematuria 
12%  asymptomatic  carriers 
rare,  may  occur  before  40 
variable,  50-75  yrs.,  may  be  as  early 
as  12  yrs. 

61  yrs. 

19-39% 
rare  - 18% 
up  to  25 % 

4% 


However,  Gubler's  study  of  58 
cases  revealed  the  mean  age  of 
renal  death  was  17  in  the  pro- 
bands and  33  in  their  ascendants.1 
Thus,  in  individual  cases  the  onset 
of  renal  insufficiency  cannot  be 
predicted  from  the  family  history 
alone.  Factors  that  suggest  a poor 
renal  prognosis  include  male  sex, 
increasing  proteinuria,  nephrotic 
syndrome,  anterior  lenticonus  and 
gross  hematuria  in  childhood1 4,8 
(Table  3). 

The  wide  clinical  spectrum  of 
renal  involvement  in  females 
makes  prognosis  difficult.  Mani- 
festations range  from  asymp- 
tomatic carrier  to  development  of 
renal  failure  before  age  40. 2 Most 
affected  females  have  intermittent 
slight  urinary  abnormalities  and 
survive  into  old  age  without  de- 
veloping significant  renal  impair- 
ment.2-4 The  prognosis  for  females 
with  hematologic  abnormalities 
(Atkin  type  V)  is  similiar  to 
males.5  The  incidence  of  toxemia, 
prematurity  and  spontaneous 
abortion  is  increased  in  affected 
females.  In  those  with  mild  dis- 
ease, however,  pregnancy  may 


cause  a transient  aggravation  of 
renal  symptoms  without  ad- 
versely affecting  renal  function. 1,2,5 

No  treatment  has  been  shown 
to  affect  the  progression  of  renal 
failure  in  Alport's  syndrome. 
Management  of  ESRF  should  fol- 
low standard  measures,  including 
protein  restriction,  control  of  hy- 
pertension and  institution  of  di- 
alysis when  indicated.  Cohen 
noted  Alport's  syndrome  may  be 
a risk  factor  for  coccioidomycosis 
in  ESRF  patients  in  endemic  areas. 
Transplantation  is  a successful 
treatment  of  renal  failure  in 
Alport's  syndrome  patients,  with 
no  proven  recurrence  of  the  dis- 
ease in  the  graft.  Selection  of  a 
living  donor  must  include  an  ex- 
tended family  history  and  repeti- 
tive urinalysis  to  exclude 
asymptomatic  carriers  and  kin- 
dred with  mild  disease.5  Absence 
of  certain  glomerular  basement 
membrane  (GBM)  antigens  in- 
creases the  risk  of  post  transplant 
anti-GBM  antibody  mediated 
glomerulonephritis,  but  the  inci- 
dence is  very  low.2,5  Anti-GBM 
antibody  titers  should  be  moni- 


tored every  three  months  the  first 
several  years  post-transplanta- 
tion.4 Plasmapheresis  and  in- 
creased immunosuppression  have 
been  used  to  treat  the  anti-GBM 
glomerulonephritis  with  variable 
results.10 

Auditory  defects 

Sensorineural  hearing  impairment 
affects  approximately  64%  of  pa- 
tients with  renal  manifestations  of 
Alport's  syndrome  and  is  rarely 
observed  in  the  absence  of  renal 
symptoms.1  The  hearing  loss  is 
bilateral,  predominating  in  the 
middle  or  high  tone  range,  with 
maximum  hearing  loss  at  2000  - 
8000  hertz.1,4  The  hearing  impair- 
ment is  never  congenital.1  In 
early  childhood,  patients  may 
demonstrate  normal  audiograms, 
only  later  progressing  to  clinically 
evident  deafness,  making  a hear- 
ing aid  necessary.  Often  deterio- 
ration will  stabilize  in  early  adult- 
hood.4 

Middle  ear  pressure  and  air 
conduction  tests  are  normal.5 
There  are  no  anatomic  abnormali- 
ties of  the  tympanic  membrane  or 
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ossicular  chain.  Caloric  tests  are 
normal  or  subtly  impaired.  At 
any  rate,  abnormal  vestibular 
function  is  never  clinically  signifi- 
cant. Studies  of  brainstem  audi- 
tory evoked  responses  have  indi- 
cated the  cochlea  as  the  primary 
site  of  the  aural  lesion,  though 
recent  investigations  have  con- 
founded this  theory  by  suggesting 
the  acoustic  nerve  lesion  may 
precede  the  end  organ  dysfunc- 
tion. 

Transplantation  has  variable 
effects  on  the  hearing  impairment 
of  Alport's  syndrome  patients. 
Some  have  reported  improve- 
ment,1 while  others  have  noted  no 
change  or  deterioration  of  func- 
tion. Uremia  and  dialysis  have 
contributory  deleterious  effects  on 
hearing  of  patients  with  renal 
failure  from  any  etiology.  Senso- 
rineural hearing  loss  from  a vari- 
ety of  causes  may  stabilize  but 
fails  to  show  improvement  with 
correction  of  the  etiologic  insult. 

It  seems  unlikely,  therefore,  that 
the  cochlear  defect  in  Alport's 
syndrome  is  correctable  by  renal 
transplantation. 

Hearing  prophylaxis  is  essen- 
tial in  treating  hereditary  nephritis 
patients.  Ototoxic  drugs  such  as 
loop  diuretics  and  aminoglyco- 
sides potentiate  damage  to  patho- 

r 


logically  compromised  hair  cells 
and  the  stria  vascularis.  When 
aminoglycosides  are  necessary, 
ribostamycin  and  netilmicin  have 
the  lowest  nephro-  and  oto-toxic- 
ity.  Auditory  function  should  be 
closely  monitored  during  use. 

The  risks  of  oral  contraceptives 
should  be  considered  since  they 
can  cause  cochlear  damage 
through  vascular  changes. 

Ocular  defects 

Ocular  manifestations  occur  in 
15%  to  37%  of  patients  with 
Alport's  syndrome1-1 1,2  (Table  1). 
The  most  common  findings  in- 
clude perimacular  changes  and 
anterior  lenticonus.  Both  lesions 
predominate  in  males  and  are 
strongly  associated  with  deafness 
and  juvenile  type  nephritis.1-4-3 
These  two  ocular  signs  are  highly 
specific  for  Alport's  syndrome, 
and  their  combined  presence  cor- 
relates with  poor  renal  progno- 
sis.12 

Anterior  lenticonus  is  virtu- 
ally pathognomonic  of  Alport's 
syndrome.  In  this  lesion  there  is  a 
central  circular  protrusion  of  the 
lens  into  the  anterior  chamber.  It 
is  bilateral  in  75%  of  patients. 
Lesser  degrees  of  anterior 
lenticonus  may  be  difficult  to  di- 
agnose even  by  slit  lamp.  Similar 


Table  2 


to  the  sensorineural  hearing  loss, 
anterior  lenticonus  is  not  congeni- 
tal and  usually  develops  in  the 
teens  to  the  third  decade.5  Ante- 
rior lenticonus  can  cause  vision 
impairment  through  profound 
refractive  error  or  occasional  lens 
capsule  rupture,  necessitating 
lensectomy  and  implant.4-5 

Retinal  lesions  are  more  com- 
mon in  Alport's  syndrome  than 
anterior  lenticonus.  Anterior 
lenticonus  is  usually  accompanied 
by  retinal  lesions,12  but  retinal 
changes  may  be  seen  without  lens 
abnormality.1-2  The  retinopathy 
consists  of  finely  granular,  light 
yellow  dots  and  flecks  in  the 
perimacular  area.12-13  These  le- 
sions appear  to  involve  the  super- 
ficial layer  of  the  retina,  just  be- 
neath the  internal  limiting  base- 
ment membrane.  Retinal  function 
is  unaffected  by  the  flecked 
retinopathy  as  evidenced  by  nor- 
mal fluroscopic  angiography,  elec- 
troretinograms  and  electro- 
oculograms.112 

Hematologic  abnormalities 

In  1972,  Epstein  first  described 
two  kindreds  with  hereditary 
macrothrombocytopenia,  nephritis 
and  deafness.  Thirteen  years 
later,  Peterson  added  cataracts 
and  unique  leukocyte  inclusions 


Type 

Inheritance 

ESRF 
before  25 

I 

dominant 

+ 

II 

X-link  dominant 

+ 

III 

X-link  dominant 

IV 

X-link  dominant 

V 

autosomal  dom. 

+/- 

VI 

autosomal  dom. 

+ 

Alport’s  syndrome  types5 
(Atkin’s  classification) 


ESRF 

Hearing 

Ocular 

after  25 

loss 

lesions 

+ 

+ 

+ 

+ 

+ 

+ 

+ /- 

+ 

+ 

Macrothrombo- 

cytopathia 


862 


INDIANA  MEDICINE/December  1991 


r n 

Table  3 

Laboratory  tests  and  prognostic  signs  in  Alport’s  syndrome 

Poor  prognosis  signs48  male  sex 

increasing  proteinuria 
nephrotic  syndrome 
anterior  lenticonus 
perimacular  changes 
hearing  loss 

gross  hematuria  in  childhood 
mode  of  inheritance 


Diagnostic  tests516 


Mode  of  inheritance5'8 

V 


GBM  ultrastructure 
silver  stain  prominence  of  GBM 
GBM  antigen  urinary  excretion 
no  staining  Goodpasture  serum 

80%  X-linked  dominant 
15%  autosomal  dominant 
5%  autosomal  recessive 

J 


to  the  description,  then  named  the 
symptom  complex  the  Fechtner 
syndrome.  Platelet  function  stud- 
ies and  bleeding  times  are  vari- 
able. Bleeding  complications  are 
generally  mild,  with  childbirth 
and  major  operations  proceeding 
without  incident  after  platelet 
transfusions.514  Since  then,  more 
than  21  cases  have  been  reported.4 
Pedigree  analysis  in  most  kindred 
is  consistent  with  dominant  trans- 
mission.2 The  renal  involvement 
has  an  unusual  pattern  in  that 
some  affected  individuals,  includ- 
ing males,  have  no  renal  disease.14 
Thus,  the  relationship  of 
Fechtner's  syndrome  as  a variant 
of  Alport's  syndrome  requires 
further  clarification  and  study. 

Pathology 

Renal  lesions  - Before  the  advent  of 
electron  microscopy,  hereditary 
nephritis  was  thought  to  be  a 
primary  chronic  tubulointerstitial 


nephritis.4  This  misconception 
was  dispelled  by  consistent  dem- 
onstration of  early  glomerular 
lesions  by  light  microscopy  and 
electron  microscopy.  In  1964, 
Bohrer  gave  the  first  description 
of  the  cardinal  diagnostic  feature 
of  Alport's  syndrome  - GBM 
thickening  with  splitting  and  rar- 
efaction of  the  lamina  densa.  But 
it  wasn't  until  1972  that  those 
characteristic  GBM  changes  were 
confirmed  by  three  independent 
groups.6  With  the  experience 
obtained  from  electron  micros- 
copy, pathologists  gained  the  abil- 
ity to  recognize  thickening  of  glo- 
merular capillary  walls  by  light 
microscopy.2,13  Thus,  the  earlier 
observation  of  Kaufman  that  GBM 
thickening  was  the  earliest  and 
most  frequent  change  in  Alport's 
nephritis  was  confirmed. 

The  light  microscope  histol- 
ogy is  generally  identical  in  all 
types  of  hereditary  nephritis. 


Many  findings  are  nonspecific  and 
of  no  diagnostic  value.  In  young 
children,  light  microscopy  is  often 
normal.1 4 The  most  common  early 
lesions  are  glomerular:  segmental 
proliferation  and  sclerosis,  thick- 
ening and  rigidity  of  capillary 
walls,  mesangial  hypercellularity 
and  increased  matrix,  and  focal 
thickening  of  Bowman's  cap- 
sule.1,2,13 As  the  disease 
progresses,  foci  of  tubuloin- 
terstitial inflammation,  tubular 
atrophy,  thickened  tubular  base- 
ment membrane,  interstitial  fibro- 
sis and  foam  cells  appear.2,5  In 
advanced  stages  of  the  disease 
(ESRF),  chronic  inflammatory 
changes  dominate. 

Some  glomerular  or  tubular 
epithelial  cells  acquire  a foamy 
appearance  due  to  the  accumula- 
tion of  neutral  fats  and  mucopol- 
ysaccharides. At  one  time,  foam 
cells  were  thought  to  be  character- 
istic of  Alport's  syndrome  but  are 
now  known  to  be  present  in  other 
glomerular  disease,  particularly 
those  associated  with  the 
nephrotic  syndrome.  Interstitial 
foam  cells  are  common  in  Alport's 
syndrome  and  have  been  found  in 
40%  of  biopsies.1,2,5  In  the  absence 
of  the  nephrotic  syndrome,  foam 
cells  may  be  a reliable  indicator  of 
hereditary  nephritis.1 

Several  investigators  have 
noted  a persistence  of  fetal  glo- 
meruli in  early  childhood,  but 
these  immature,  superficially  lo- 
cated glomeruli  are  rarely  found 
after  age  20  and  involve  fewer 
than  5%  to  30%  of  nephrons.1,2,13 
Epithelial  crescents  are  sometimes 
seen.  They  tend  to  occur  in  pa- 
tients with  juvenile  disease  and 
portend  rapidly  progressive  renal 
failure.1 

The  most  characteristic  feature 
of  Alport's  syndrome  is  revealed 
by  electron  microscopy  and  con- 
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sists  of  thickening  of  the  GBM 
with  irregular  outer  and  inner 
contours.  There  is  splitting  or 
splintering  of  the  lamina  densa. 
The  GBM  thickness  may  be  in- 
creased 3-  to  5-fold,  with  a rugose, 
scalloped  subepithelial  surface.2 
Zones  of  thick,  thin  and  split 
GBM  may  be  interposed  with 
entirely  normal  segments.1  The 
appearance  of  the  lamellae 
branching  and  rejoining  in  a com- 
plex tangle  has  been  described  as 
a basket  weave  pattern.  This  dis- 
continuity and  rupture  of  the 
GBM  allows  endothelial  and  epi- 
thelial cells  to  lie  in  continuity.1 13 
Foot  process  fusion  occurs  with- 
out any  obvious  relationship  to 
the  quantity  of  proteinuria  or  the 
severity  of  the  basket  weave  pat- 
tern. Progression  of  renal  failure 
is  clearly  associated  with  progres- 
sion of  the  pathologic  lesions  in 
the  kidneys. 

Lamellation  of  GBM  is  not 
absolutely  specific  for  Alport's 
syndrome  and  may  be  seen  fo- 
cally  and  in  conjunction  with 
other  lesions  in  a wide  variety  of 
glomerulonephropathies.  How- 
ever, it  is  generally  accepted  that 
if  the  GBM  changes  are  diffuse 
and  widespread,  these  changes 
are  highly  suggestive  of  Alport's 
syndrome. 

Genetics 

Studies  concerning  the  mode  of 
inheritance  of  Alport's  syndrome 
have  been  confounded  by  a lack 
of  markers  and  specific  diagnostic 
criteria  for  the  various  types  of 
hereditary  nephritis.  This  pre- 
vented identification  of  a clinically 
homogeneous  group  for  genetic 
analysis  and  led  to  deviations 
from  expected  simple  Mendelian 
segregation  ratios.  With  the  re- 
cent progress  in  molecular  cell 
biology  methods,  investigators 
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have  used  linkage  studies  to  de- 
termine that  the  prevailing  mode 
of  transmission  in  most  Alport's 
kindreds  is  X-linked  dominant  as 
opposed  to  autosomal  dominant 
(Table  3).  It  is  now  generally  ac- 
cepted that  hereditary  nephritis  is 
a genetically  heterogeneous  disor- 
der with  X-linked  dominant  the 
most  common  form,  then  autoso- 
mal dominant,  and  an  autosomal 
recessive  form  occurring  very 
rarely.258  In  the  last  year,  Barker, 
Atkin,  et  al  have  found  specific 
mutations  in  a type  IV  collagen 
gene  on  the  X chromosome  in 
three  of  18  Utah  kindreds.15  Thus, 
aberrations  of  the  gene  for  a 
newly  discovered  chain,  alpha-5 
of  type  IV  collagen,  must  account 
for  at  least  a portion  of  those 
genotypes  with  X-linked  Alport's 
syndrome. 

Controversy  exists  over  the 
prognostic  influence  of  the  mode 
of  inheritance,  and  future  studies 
employing  the  newly  found  ge- 
netic markers  undoubtedly  will 
clarify  the  relationship.  Generally, 
maternal  inheritance  has  a worse 
prognosis  than  paternal.8  Pochet's 
study  of  48  kindreds  revealed  a 
mean  renal  survival  of  25  years 
for  X-linked  dominant  males  com- 
pared to  51  years  for  autosomal 
dominant  males.8  Grunfeld's 
studies  agree,  but  Atkin's  investi- 
gations have  found  a mean  renal 
survival  of  31  years  for  autosomal 
dominant  males,  and  a bimodal 
distribution  for  X-linked  forms.5 

Pathogenesis 

Spear  first  introduced  the  concept 
that  the  basic  abnormality  in  he- 
reditary nephritis  resided  in  a 
structural  gene  at  a locus  govern- 
ing the  composition  of  basement 
membrane  in  the  glomerulus, 
inner  ear  and  lens  capsule.  He 
hypothesized  that  the  locus  deter- 


mined the  composition,  and,  thus 
structure  of  basement  membrane 
collagen  (type  IV).  The  disruption 
and  distortion  of  the  GBM  was  a 
result  of  structurally  and  function- 
ally deficient  matrix  components, 
resulting  in  faulty  assembly  and 
repair.  This  theory  is  attractive 
since  it  is  consistent  with  several 
characteristic  features  of  Alport's 
syndrome.  The  basement  mem- 
branes of  organs  involved  contain 
the  same  type  of  collagenous  and 
noncollagenous  glycoproteins.  A 
dominant  disorder  is  more  likely 
to  reflect  an  abnormality  in  a non- 
enzymatic  protein,  such  as  colla- 
gen, than  to  represent  an  enzyme 
deficiency.  Light  microscope  and 
electron  microscope  studies  con- 
firm the  abnormal  ultrastructure 
of  the  GBM,  tectorial  membrane 
and  lens  capsule.5  In  further  sup- 
port of  this  hypothesis,  several 
groups  of  investigators  have 
documented  characteristic  pat- 
terns of  urinary  amino  acid  excre- 
tion in  affected  children.  Tina 
found  an  increase  in  excretion  of 
hydroxylysine  glycosides,  and 
Lubec  demonstrated  a unique 
immunoelectrophoresis  pattern  of 
excreted  GBM  antigens.16 

Immunoblotting  studies  have 
provided  additional  evidence, 
both  supporting  and  conflicting, 
on  the  issue  of  a primary  base- 
ment membrane  collagen  lesion. 
Two  discoveries  spurred  the  re- 
cent fervor  of  GBM  antigenicity 
investigations.  Serum  of  patients 
with  Goodpasture's  syndrome 
exhibits  minimal  or  no  binding  to 
the  glomeruli  of  patients  with 
Alport's  syndrome.  Several 
Alport's  syndrome  patients  who 
have  undergone  renal  transplanta- 
tion have  developed  anti-GBM 
antibody  mediated  rapidly  pro- 
gressive glomerulonephritis.  Indi- 
rect immunofluorescence  studies 
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with  these  patients'  serum  re- 
vealed staining  of  normal  GBM, 
but  minimal  or  no  staining  of 
Alport's  GBM.  These  findings 
suggested  that  one  or  more  of  the 
normal  GBM  antigens  are  missing 
in  Alport's  syndrome  and  that  the 
missing  GBM  antigens  are  related 
to  the  nephritogenic  antigen  of 
Goodpasture's  syndrome. 

The  C-terminus  of  the  type  IV 
collagen  triple  helix  subunits  con- 
tains a noncollagenous  region 
known  as  the  NCI  domain.  This 
region  of  the  monomer  does  not 
spiral  with  other  subunits  of  the 
type  IV  collagen  molecule.* 1 2 3 4 5 6 7 8 9  The 
NCI  domain  is  thought  to  func- 
tion as  the  site  where  assembly  of 
the  triple  helix  of  type  IV  collagen 
is  initiated,  and  to  connect  with 
adjacent  matrix  molecules.  Three 
new  chains  (alpha-3  - alpha-5)  of 
type  IV  collagen  have  recently 
been  characterized.1719  The 
Goodpasture's  antigenic  determi- 
nant resides  on  the  NCI  domain 
of  the  alpha-3  chain.  Several  in- 
vestigators have  reported  incom- 
plete absence  of  the  alpha-3  chain 
NCI  component  of  GBM  in 
Alport's  syndrome  patients.  The 
actual  relationship  of  the  alpha-3 
chain  and  Alport's  syndrome, 
therefore,  remains  to  be  estab- 
lished. On  the  other  hand,  the 
alpha-5  chain  gene  has  been  local- 
ized to  the  bands  Xq22-q23,  which 
is  the  region  known  to  contain  the 
locus  for  the  X-linked  form  of 
Alport's  syndrome.18'20  Barker  has 
recently  reported  mutations  in  the 
alpha-5  chain  gene  in  three  Utah 
kindred,  confirming  that  the  basic 
defect  in  some  phenotypes  of  he- 
reditary nephritis  is  a defective 
basement  membrane  component.15 

Conclusion 

Recent  investigations  into  the 


ics  of  Alport's  syndrome  have 
confirmed  the  impression  of  many 
experts  that  this  is  not  a unitary 
disease,  but  a group  of  related 
inherited  disorders  affecting  renal, 
aural  and  ocular  function.  Inves- 
tigators have  appreciated  for 
many  years  that  there  are  X- 
linked  dominant,  autosomal  domi- 
nant and  autosomal  recessive 
forms  of  the  disease.  Ultrastruc- 
tural  GBM  changes  and  anti-GBM 
antibodies  in  Alport's  syndrome 
patients  with  renal  allografts  sug- 
gest that  the  underlying  abnor- 
mality involves  a basement  mem- 
brane structural  component.  The 
study  of  basement  membrane 
structural  proteins  in  Alport's 
syndrome  patients  led  to  the  dis- 
covery of  a defective  gene  on 
chromosome  X. 

A satisfying  explanation  for 
Alport's  syndrome  became  appar- 
ent when  researchers  found  that 
the  NCI  domain  of  the  alpha-3 
chain  of  collagen  type  IV  contains 
the  Goodpasture's  antigen,  and 
that  this  NCI  domain  is  altered  in 
Alport's  syndrome.  Since  the 
location  of  the  genes  for  the  al- 
pha-3  and  alpha-4  chains  of  colla- 
gen type  IV  has  not  yet  been  de- 
termined, defects  in  these  genes 
may  contribute  to  the  pathogen- 
esis of  autosomal  forms  of 
Alport's  syndrome.  There  is  also 
a possibility  that  autosomal  forms 
of  Alport's  syndrome  do  not  actu- 
ally exist,  but  that  disagreement 
on  specific  diagnostic  criteria  for 
this  disease  may  account  for  its 
apparent  genetic  heterogeneity. 
The  finding  that  the  gene  for  the 
alpha-5  chain  of  collagen  type  IV 
resides  on  chromosome  X may 
lead  to  the  development  of  a mo- 
lecular test  for  X-linked  dominant 
Alport's  syndrome.  Such  a test 
would  be  valuable  for  prenatal 
diagnosis  and  non-invasive  diag- 


nosis of  this  common  form  of 
hereditary  nephritis.  □ 
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Modern  management  of 
aneurysmal  subarachnoid 

hemorrhage 


Abstract 


This  article  reviews  the  modern  approach  and  advances  in  the 
management  of  aneurysmal  subarachnoid  hemorrhage.  Early  diag- 
nosis along  with  aggressive  medical  and  surgical  clipping  appears  to 
reduce  morbidity  and  mortality.  Computed  tomography  scan  is  > 

95%  sensitive  for  diagnosis.  Aneurysm  clipping  within  48  hours  has 
been  performed  successfully  in  44  patients  at  the  Indiana  University 
Medical  Center  in  Indianapolis.  Early  aneurysm  clipping  allows  a 
more  aggressive  approach  to  managing  the  20%  to  30%  incidence  of 
delayed  ischemic  vasospasm.  These  aggressive  treafments  include 
transcranial  Doppler  analysis,  volume  expansion,  hypertensive  therapy, 
hemodilution  and  calcium  channel  blockers.  Additional  treatment 
strategies  are  being  investigated  to  prevent  vasospasm. 


Scott  Shapiro,  M.D. 

Indianapolis 

Surgery  for  intracranial  an- 
eurysms has  become  successful 
during  the  past  30  years.  The 
surgical  microscope,  microinstru- 
ments and  sophisticated  aneurysm 
clips  have  aided  significantly  in 
neurosurgery's  ability  to  expose 
and  clip  aneurysms.  Most  cere- 
bral aneurysms  requiring  medical 
attention  have  ruptured,  resulting 
in  a subarachnoid  hemorrhage 
(SAH)  (acute  severe  unrelenting 
headache,  meningismus, 
photophobia  and  varying  level  of 
obtundation  with  or  without  focal 
deficit). 

Despite  the  improved  ability 
to  expose  and  clip  aneurysms,  the 
overall  management  morbidity 
and  mortality  for  aneurysmal 
subarachnoid  hemorrhage  has  not 
changed  much  in  the  past  15  to  20 
years.1 3 Being  involved  in  the 
management  of  aneurysmal  sub- 
arachnoid hemorrhage,  physicians 
at  the  Indiana  University  Medical 
Center  (IUMC)  have  adopted  ag- 
gressive strategies  to  try  and  im- 
prove our  management  results. 
The  purpose  of  this  article  is  to 
update  the  primary  physician  on 
these  strategies. 

Early  diagnosis,  transfer  and 
treatment  may  be  important.  Pre- 
vious reports,  including  our  own 


experience,  suggest  that  with  early 
diagnosis  and  surgery  of  sentinel 
or  symptomatic  aneurysms,  there 
is  less  than  1%  mortality  or  per- 
manent morbidity  and  an  im- 
pending catastrophe  can  be 
averted.4"  After  the  aneurysm  has 
ruptured,  early  attention  to  oxy- 
genation, blood  pressure,  intracra- 
nial pressure  (ICP)  and 
ventriculomegaly  may  improve 
the  outcome,  especially  for  the 
more  ill  patients.1-6 

All  IUMC  patients  with  sus- 
pected SAH  are  emergently 
scanned  by  computed 
tomography  (CT),  with  a greater 
than  95%  sensitivity.  If  suspicions 
are  high  and  the  scan  is  negative, 
a lumbar  puncture  (LP)  is  per- 
formed. In  the  past  five  years, 
only  one  of  97  aneurysmal  SAH 


has  been  CT  negative  and  LP 
positive.  In  comatose  patients,  the 
patient  is  intubated  and  an  ICP 
monitor  is  placed.  If  the  ICP  is 
elevated,  an  emergent 
ventriculostomy  is  placed  and 
intravenous  mannitol  is  given. 
Reports  suggest  this  can  improve 
the  outcome  for  this  poor  grade 
group.6 

Following  the  CT  scan,  all 
patients  are  evaluated  with  an 
emergent  four-vessel  cerebral 
angiogram.  Only  about  55%  of  all 
spontaneous  SAHs  are  due  to 
aneurysms.  The  rest  are  due  to 
arteriovenous  malformations,  tu- 
mors, hypertension,  bleeding 
dyscrasias,  anticoagulation  and 
unknown  reasons.  Following 
diagnosis  management  varies  for 
each  group.  This  article  considers 


868 


INDIANA  MEDICINE/December  1991 


only  aneurysmal  SAH. 

Past  reports  have  documented 
an  extensive  operative  experience 
with  aneurysms.  It  is  well-docu- 
mented that  vasospasm  and  de- 
layed ischemia  from  SAH  peak 
around  nine  days  post-bleed.7  It 
is  also  well-documented  that  sur- 
gery within  the  four-  to  13-day 
period  seems  to  markedly  aggra- 
vate vasospasm,  increasing  the 
mortality  and  morbidity.1'3  In  the 
1960s  and  early  1970s,  the  prevail- 
ing approach  was  to  wait  at  least 
two  weeks  and  operate  only  on 
patients  who  were  in  reasonable 
neurologic  shape.  Poorer  grade 
patients  were  allowed  a longer 
time  to  improve  or  were  never 
operated  on.  During  the  two- 
week  waiting  period,  patients 
were  treated  with  epsilon  amino 
caproic  acid  (AMICAR),  an 
antifibrinolysin,  to  reduce  the  risk 
of  aneurysmal  rebleeding. 

Impressive  postoperative  out- 
come statistics  were  reported  dur- 
ing this  time.  However,  all  the 
sicker  patients  were  dying  before 
surgery,  thus  the  overall  manage- 
ment results  were  not  improving. 
Recent  reports  have  documented 
that  early  aneurysm  surgery 
(within  72  hours)  is  safe,  does  not 
aggravate  vasospasm  and  elimi- 
nates the  risk  of  early  hemor- 
rhage.1-2,8 Early  surgery  is  not 
easy  and  only  experienced  aneu- 
rysm surgeons  should  perform 
them. 

The  most  difficult  problem 
encountered  in  the  past  was  an 
angry  swollen  brain  that  could  not 
be  retracted,  but  with  the  judi- 
cious use  of  lumbar  subarachnoid 
drainage  of  cerebrospinal  fluid, 
this  problem  has  been  conquered. 
Since  1987,  I have  done  almost  all 
aneurysm  surgeries  early  with  no 
problems  in  achieving  cerebral 
relaxation.  Early  surgery  elimi- 
nates the  need  for  AMICAR,  re- 


ported to  aggravate  vasospasm.4-10 
Also,  once  the  aneurysm  is 
clipped,  surgeons  can  be  more 
aggressive  with  the  treatment 
strategy  for  vasospasm.  Thus, 
patients  with  anterior  circulation 
and  easy  posterior  circulation 
aneurysms  are  operated  on  as 
early  as  possible,  if  the  diagnosis 
is  within  72  hours  of  the  bleed. 
Since  1986,  we  have  performed  44 
aneurysm  clippings  within  48 
hours  of  hemorrhage  with  no 
intraoperative  mortality  and  100% 
successful  clipping. 

After  surgery,  the  patient  re- 
mains in  the  neuro  intensive  care 
unit  for  a minimum  of  two  weeks. 
The  patient  is  always  maintained 
on  oxygen,  has  central  venous 
access  to  measure  filling  pres- 
sures, is  kept  well-hydrated  and  is 
followed  with  transcranial  Dop- 
pler (TCD).  Reports  have  docu- 
mented that  the  TCD  is  a safe, 
noninvasive  reliable  way  to  follow 
velocities  in  the  middle  cerebral 
and  anterior  cerebral  arteries  near 
the  circle  of  Willis.11  With  the 
onset  of  vasospasm,  the  velocities 
always  rise  a couple  of  days  be- 
fore clinical  deterioration.11  Thus, 
we  appear  to  have  a reliable  de- 
vice that  predicts  which  patient 
will  get  into  trouble  from  vaso- 
spasm. In  those  20%  to  30%  of 
patients  who  have  trouble  from 
vasospasm,  reports  suggest  that 
the  following  treatments  may 
help:  1)  Swann  Ganz 
catheterization  to  monitor  aggres- 
sive volume  expansion  with 
plasminate;  2)  induced  hyperten- 
sion with  the  volume  expansion 
and  inotropic  support  (dopamine/ 
dobutamine);  and  3)  hemodilution 
to  a hematocrit  of  30. 12,13 

Additionally,  many  reports 
have  suggested  that  calcium  chan- 
nel blockers  reduce  the  severity  of 
vasospasm  and  may  improve  the 
outcome  for  survivors.10  Oral 


nimodipine  is  commercially  avail- 
able. Intravenous  nicardipine  will 
soon  be  commercially  available. 
Our  center  has  had  extensive  ex- 
perience with  both.  The  data 
from  the  National  Institutes  of 
Health  Cooperative  Study  on  the 
use  of  nicardipine  in  aneuyrysmal 
SAH,  which  we  participated  in, 
suggest  it  is  effective  against  vaso- 
spasm but  should  only  be  used 
when  indicated  and  not  prophy- 
lactically.  The  calcium  channel 
blocker  is  not  the  magic  bullet, 
and  outcome  statistics  remain 
somewhat  stagnant,  with  68% 
overall  good  outcome  during  the 
past  10  years. 

Additional  strategies  must  be 
sought  to  improve  the  outcome 
for  this  disease,  which  makes  up 
10%  of  all  strokes.  Experimental 
usage  of  intracisternal  tissue  plas- 
minogen activator  may  have  an  □ 
impact  on  removing  clot  rapidly 
and  reducing  vasospasm  and  is 
being  considered  for  cooperative 
clinical  investigation  by  the  NIH. 

The  author  is  assistant  professor 
of  neurosurgery  at  the  Indiana  Uni- 
versity Medical  Center  in  Indianapo- 
lis. 
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Cardiac  rehabilitation 
services:  Is  there  a 
case  for  it? 


Efraim  Ben-Ari,  Ph.D. 
Natanyia,  Israel 


A, 


although  cardiac  rehabilita- 
tion has  been  widespread  in  re- 
cent years,  most  would  agree  that 
if  it  would  be  shown  to  protect 
against  major  fatal  and  nonfatal 
recurrent  cardiac  events,  the  case 
for  its  routine  use  would  be 
strengthened. 

This  article  provides  current 
knowledge  about  the  following 
questions: 

1.  What  are  the  effects  of 
exercise-based  cardiac  rehabilita- 
tion programs  on  mortality  and 
morbidity? 

2.  Can  lifestyle  changes  de- 
lay, retard  or  regress  the  develop- 
ment of  atherosclerosis? 

3.  What  are  the  physiological 
and  psychosocial  benefits  of  exer- 
cise training? 

4.  What  are  the  risks  and 
guidelines  for  exercise  training? 

Risks  of  exercise  training 

Although  some  form  of  physical 
training  is  prescribed  for  most 
cardiac  patients,  it  is 
contraindicated  in  some  (Table  1). 
Because  cardiac  patients  have 
limited  cardiac  reserve,  exercise 
may  result  in  sudden  death  or 
myocardial  infarction  (MI).  Re- 
sults from  a recent  comprehensive 
study  have  shown  one  nonfatal 
event  per  113,332  exercise  hours, 
one  MI  per  293,990  exercise  hours 


and  one  fatality  per  783,972  exer- 
cise hours.15  Not  only  is  this  inci- 
dent rate  low,  but  even  in  high- 
risk  patients  (chronic  heart  failure, 
ejection  fraction  < 40%  15  and  pa- 
tients with  high  risk  of  ventricular 
arrhythmia17),  supervised  exercise- 
related  complications  (no  MI  or 
death)  were  as  low. 

Another  major  concern  is  that 
exercise  training  may  have  a del- 
eterious effect  on  myocardial 
function.  Several  studies  employ- 
ing short-  or  long-term  physical 
training  did  not  show  adverse 
effects  on  cardiac  index  or  exer- 
cise ejection  fraction.18  Further- 
more, there  is  more  evidence 
showing  no  deleterious  effect  of 
regular  supervised  exercise  train- 
ing even  in  patients  with  severe 
left  ventricular  dysfunction19  or 
ventricular  aneurysm.20  Thus, 
provided  that  exercise  is  individu- 
ally prescribed  ("patient  oriented 
model"),  physical  training  for 
most  cardiac  patients  is  safe. 

Exercise  training 

Regular  exercise  training  has  been 
associated  with  several  physical 
benefits.  1)  Up  to  30%  improve- 
ment has  been  reported  in  maxi- 
mum oxygen  consumption  (Vo2), 
resulting  from  both  peripheral 
(skeletal  muscle)  and  central  (car- 
diac output)  adaptations.  As  a 
result,  at  standard  submaximal 
workload  as  well  as  during  rou- 
tine daily  activities,  myocardial 
oxygen  demand  (systolic  blood 


pressure  times  heart  rate),  ST  seg- 
ment displacement,  fatigue  and 
angina  are  significantly  reduced 
(Figure  1).  2)  In  some  patients, 
improvement  in  stroke  volume, 
electrocardiogram  (EKG)  or  an- 
gina threshold  heart  rate  and  rate- 
pressure  product  has  been  ob- 
served, suggesting  enhanced  myo- 
cardial perfusion  (Figure  2).  3) 
Improved  physical  work  capacity 
occurs  in  most  chronic  heart  fail- 
ure patients,  with  some  also 
showing  enhanced  ejection  frac- 
tion with  long-term  training.10  4) 
Other  important  changes,  such  as 
decreased  free  plasma  cat- 
echolamine concentration,11  plate- 


Table  1 

Absolute 

contraindications  to 
exercise  training 

Unstable  angina  pectoris 
Serious  systemic  disease 
Dangerous  arrhythmias 
Thrombophlebitis 
Overt  cardiac  failure 
Recent  systemic  or  pulmonary 
embolus 

Severe  obstruction  of  the  left 
ventricular  outflow  tract 
Severe  hypertension 
Uncontrolled  diabetes  mellitus 
Dissecting  aneurysm 
Myocarditis  or  pericarditis 
(acute) 
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let  aggregation12  and  increased 
fibrinolytic  activity13  and  HDL 
cholesterol,  have  been  observed. 

Psychosocial  aspects 

After  a cardiac  event,  most  pa- 
tients become  anxious  and  lack 
self-esteem  and  self-confidence. 

At  least  20%  have  had  some  type 
of  perceived  disability.  In  addi- 
tion, the  number  of  patients  who 
return  to  work,  a major  compo- 
nent in  resuming  a good  quality 
of  life,  has  been  disappointing, 
averaging  85%,  70%  and  60%  in 
postpercutaneous  transluminal 
coronary  angioplasty,  MI  and 
coronary  artery  bypass  graft  pa- 
tients, respectively.  Patients  who 
exercise  regularly  have  less  anxi- 
ety and  depression,  and  more 
confidence  and  self-esteem  and 
more  than  80%  return  to  full-time 
work.14 

Mortality  and  morbidity 

The  first  controlled  data  showing 


significantly  lower  cardiovascular 
mortality  in  patients  participating 
in  a long-term  exercise  training 
program  than  controls  was  pre- 
sented in  1979  by  Kallio  et  al  (Fig- 
ure 3).  The  most  important  infor- 
mation comes  from  two  recent 
reports  that  used  meta-analysis. 
Only  randomized  controlled  trials 
and  published  data  were  used, 
and  the  intention-to-treat  principle 
was  applied.  The  analysis  by 
Oldridge  et  al  showed  a 24%  re- 
duction in  total  mortality  and  a 
25%  reduction  in  cardiovascular 
mortality  in  2,202  cardiac  rehabili- 
tation program  patients  who  par- 
ticipated in  a program  based  on 
exercise  and  risk  factor  reduction, 
compared  to  2,145  controls.  Re- 
currence of  nonfatal  MI  was  not 
reduced. 

The  study  by  O'Connor  et  al2 
showed  similar  results  to  those 
reported  earlier  by  Oldridge. 
Oberman3  commented  that  al- 
though "basic  problems  in  pool- 


ing the  data  cannot  be  easily  re- 
solved, the  consistent  findings  in 
meta-analysis  from  multiple 
sources  imply  that  middle  aged 
men  in  exercise-based  rehabilita- 
tion program  after  an  MI,  can 
anticipate  enhanced  survival  but 
not  decreased  risk  for  recurrence 
of  non-fatal  infarction  as  the  result 
of  exercise  training." 

Atherosclerosis  process 

The  role  of  lifestyle  changes,  in- 
cluding lipid  lowering  therapy, 
concerning  regression  and/or 
reduction  in  progression  of  coro- 
nary artery  disease  (CAD)  has 
long  been  questionable.  However, 
important  new  information  com- 
ing from  several  long-term,  ran- 
domized trials  using  coronary 
arteriography,  is  now  available 
(Table  2).  The  results  show  that 
not  only  can  the  rate  of  atheroscle- 
rosis progression  be  reduced  or 
retarded,  but  a significant  degree 
of  regression  in  coronary  artery 


Table  2 


Randomized  trials  assessing  changes  in  lumen  obstruction 


TRIAL 

N 

TREATMENT 

OUTCOME 

Leiden4 

39 

Diet 

46%  no  new  CAD  lesions 

CLAS-post  CABG5 

162 

Cloestipol  & Niacin  & Diet 

16%  CAD  regression 

28%  decrease  in  progression 

FATS6 

120 

Colestipol  & Niacin; 

34%  CAD  regression 

Colestipol  & Lovastatin 

23%  decrease  in  progression 

Lifestyle2 

48 

Diet,  exercise,  decreased  stress 

17%  CAD  regression 

18%  decrease  in  progression 

Heidelberg^ 

56 

Diet,  exercise 

25%  CAD  regression 

22%  decrease  in  progression 

Frick‘S 

48 

Diet  & Colestipol/Niacin 

24%  decrease  in  progression 

NOTE:  Smokers  were  excluded  from  all  studies 
CAD  - coronary  artery  disease 
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Figure  1:  Cumu- 
lative percentage 
of  deaths  from 
coronary  heart 
disease  in  car- 
diac rehabilita- 
tion (I)  and  con- 
trol (c)  groups. 
Source:  Kallio  et 
al:  Lancet,  2:1091- 
1094,  1979. 


Figure  2:  SBP  X 
HR  product  and 
extent  of  ST- 
segment  displace- 
ment at  submaxi- 
mal  levels  of 
treadmill  testing 
before  (0  - 0)  and 
after  (0  - 0)  12 
months  of  exer- 
cise training. 
Significant  differ- 
ence from  before 
versus  after  train- 
ing. Source: 
Ehsani  et  al: 
Circulation, 
G4:111G-112U, 
1971. 


obstruction  also  can  be  obtained. 

Thus,  the  data  imply  that  a 
substantial  number  of  cardiac 
patients  can  enjoy  significant  re- 
duction in  cardiovascular  morbid- 
ity and  mortality  after  intensive 
lifestyle  changes,  including  exer- 
cise training,  diet  and  weight 
management,  smoking  cessation 
and  lipid  lowering  therapy. 

Guidelines  for  training  program 

The  efficacy  of  cardiac  rehabilita- 
tion, including  prescribed  regular 
exercise  training  and  modification 
of  lifestyle,  in  improving  quality 
of  life  and  reducing  coronary  ath- 
erosclerosis, morbidity  and  mor- 
tality has  been  established.  The 
need  for  comprehensive  manage- 
ment, rather  than  exercise  training 
only,  after  a cardiac  event  is  sup- 
ported by  data  indicating  signifi- 
cantly reduced  physical  work 
capacity  and  measures  of  quality 
of  life,  and  because  of  the  progres- 
sive nature  of  coronary  artery 
disease. 

Modifications  in  lifestyle  are 
not  easily  accomplished  by  most 
cardiac  patients.  Therefore,  in- 
structions and  counseling  in  the 
form  of  individual  or  group  dis- 
cussions regarding  the  cardiac 
event /disease,  cessation  of  smok- 
ing, dietary  guidelines  and 
psychosocial  adjustment  (i.e., 
stress  reduction,  sexual  activity, 
work,  self  confidence,  depression) 
are  necessary  components  of  this 
service.  Leg  and  arm  aerobic 
exercises,  such  as  walking,  bicy- 
cling, swimming  and  arm  crank- 
ing, are  core  components  of  an 
exercise  program.  The  intensity  of 
the  exercise  should  be  60%  to  85% 
of  the  symptoms  or  signs  of 
ischemia,  based  on  an  exercise 
test.  On  a scale  of  0 to  10  (Borg 
scale),  patients  should  perceive 
the  exercise  intensity  at  4 to  7, 
namely  "fairly  light-somewhat 
hard."  The  exercise  should  be 
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Figure  3:  Values  pre  and  post  six  months  of  moderate  (Mod.)  (solid 
line)  versus  intensive  (Int.)  (broken  line)  leg  training  on  work  capacity 
and  cardio-circulatory  response  at  onset  of  angina  during  testing  of  the 
untrained  arms.  *p  < 0.0001;  p < 0.01.  DP  = SBP  x HR;  SBP  = systolic 
blood  pressure;  HR  = heart  rate;  W = Watts  (bicycle  work  loads). 
Source:  Ben-Ari  et  al:  Am  J Cardiol,  59:231-234,  1987. 


continuous  and  last  for  30  to  45 
minutes,  three  or  more  times  per 
week.  □ 

The  author,  who  now  lives  in 
Israel,  wrote  this  article  while  affili- 
ated with  the  Indiana  Heart  Institute/ 
Northside  Cardiology  in  Indianapolis. 


Correspondence:  Efraim  Ben- 
Ari,  Ph.D.,  39  Witzman  Blvd., 
Natanyia,  Israel  42250. 
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Gastric  infarction: 
A case  report 


Paul  W.  Cronen,  M.D. 

Gerald  M.  Larson,  M.D. 

(jastric  infarction  is  a rare 
surgical  problem.  Scattered  re- 
ports of  partial  gastric  infarction 
from  various  causes  are  found  in 
the  literature  and  include  blunt 
abdominal  trauma,1  arterial 
atheromatous  embolization2  and 
therapeutic  embolization.'  Lesser 
curve  gastric  necrosis  also  may 
occur  as  a result  of  selective 
vagotomy.4'5  A case  of  gastric 
infarction  from  bacterial 
endocarditis  has  been  reported. h 
Vasopressin  used  for  control  of 
esophageal  variceal  bleeding  has 
caused  bowel  infarction, h and  a 
case  report  of  gastric  necrosis 
following  vasopressin  infusion  is 
found  in  the  literature."  More  re- 
cently, anorexia  nervosa  and 
bulimia  have  been  found  to  cause 
gastric  necrosis.8-9  This  report 
deals  with  a case  in  which  the 
entire  stomach  was  infarcted,  with 
the  exception  of  a small  portion  of 
the  lesser  curve,  during  treatment 
of  bleeding  esophageal  varices. 

Case  history 

A 38-year-old  black  woman  with 
a past  history  of  alcohol-induced 
pancreatitis  and  cirrhosis  was 
admitted  for  upper  gastrointesti- 
nal bleeding.  Physical  findings 
included  ascites,  scleral  icterus 
and  other  stigmata  of  hepatic  cir- 
rhosis. Initial  hemoglobin  was  6 
g/dL,  and  the  total  bilirubin  was 
16.8  mg/dL  (direct  5.0). 


Gastric  lavage  with  iced  saline 
was  initiated,  and  cimetidine  and 
Vitamin  K were  administered  in 
standard  doses.  Blood  and  fresh 
frozen  plasma  were  transfused 
appropriately.  Upper  gastrointes- 
tinal endoscopy  revealed  bleeding 
esophageal  varices.  Vasopressin 
therapy  was  begun  at  .4  units  per 
minute  and  gradually  increased  to 
.8  units  per  minute.  This  level 
was  maintained  for  approximately 
12  hours. 

Twenty-four  hours  after  ad- 
mission, bleeding  was  still 
present,  and  sclerotherapy  was 
performed.  A total  dose  of  eight 
mL  of  sodium  morrhuate  was 
injected.  Initially,  this  appeared 
to  stop  the  hemorrhage  but  re- 
bleeding occurred  four  hours 
later.  Repeat  variceal  injections 
were  done  using  another  4 mL  of 
sodium  morrhuate.  Further 
bleeding  recurred  eight  hours 
after  the  second  injection,  and  a 
Sengstaken-Blakemore  tube  was 
inserted.  Despite  these  measures, 
continued  bleeding  ensued  and 
operative  treatment  was  planned. 
At  laparotomy,  the  entire  stomach 
appeared  to  be  infarcted  from 
several  centimeters  above  the 
esophago-gastric  junction  to  the 
level  of  the  pylorus.  There  were 
no  other  sites  of  intestinal 
infarction.  An  esophago- 
gastrectomy  and  splenectomy 
were  performed.  Pathology  of  the 
specimen  revealed  esophago-gas- 
tric varices  with  transmural 
infarction  of  the  stomach.  Histo- 
logically, a small  area  of  the  lesser 


curvature  was  spared.  No 
thrombi  were  found  within  the 
associated  vessels  nor  were  any 
demonstrated  at  laparotomy.  The 
patient  died  of  coagulopathy 
shortly  after  the  operation. 

Discussion 

Gastric  infarction,  either  focal  or 
subtotal,  is  a rare  event,  and  the 
literature  is  limited  to  a few  case 
reports  that  deal  with  focal  areas 
of  necrosis.  Cohen  reported  three 
cases  of  total  gastric  infarction, 
but  the  autopsy  reports  revealed 
all  had  associated  small  and  large 
bowel  infarction,  unlike  this  case.11 
As  the  gastric  blood  supply  arises 
from  four  major  vessels  and  in- 
cludes an  extensive  collateral  sys- 
tem, the  stomach  is  resistant  to 
ischemic  necrosis.  Even  in  situa- 
tions where  gastric  devascu- 
larization is  undertaken  for  mas- 
sive hemorrhagic  gastritis,  gastric 
necrosis  is  only  seen  rarely.12- 13 
Several  factors  are  probably 
responsible  for  the  gastric  necrosis 
in  this  case.  First,  the  patient  was 
hypovolemic  and  hypotensive 
multiple  times.  Hemorrhagic 
shock  to  low  levels  (40-50  mm 
Hg)  can  reduce  gastric  flow  by  as 
much  as  75%,  although  shock  by 
itself  is  not  a reported  cause  of 
isolated  gastric  infarction.14  Sec- 
ond, vasopressin  can  reduce  gas- 
tric blood  flow  through  its  selec- 
tive vasoconstricting  action  on  the 
gastrointestinal  circulation.15  Dos- 
ages used  in  this  case  were  double 
the  levels  that  most  clinicians  feel 
are  safe.  Alves  reported  a case  of 
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partial  gastric  necrosis  following 
vasopressin  infusion,  but  this  oc- 
curred in  a patient  who  had  a 
previous  gastric  resection  and 
splenic  artery  ligation.7 

Third,  the  Sengstaken- 
Blakemore  tube  can  cause  both 
gastric  and  esophageal  mucosal 
necrosis  in  addition  to  distal 
esophageal  rupture.16  Excessive 
traction  on  the  tube  was  not  noted 
in  this  case,  and  balloon 
overdistension  was  not  found  by 
radiographs. 

Sclerotherapy,  a fourth  factor, 
is  successful  in  stopping  acute 
bleeding,  and  complications  are 
usually  minor.17  These  include 
fever,  pleural  effusion,  pulmonary 
infiltrates,  local  mucosal  slough  at 
the  injection  site  and,  rarely, 
esophageal  necrosis  and  perfora- 
tion. Histologic  studies  have 
shown  that  the  inflammatory 
changes  that  occur  secondary  to 
sclerotherapy  are  local  findings 
only,18  but  recent  reports  suggest 
that  the  sclerosing  agent  may  flow 
retrograde  into  the  gastric  veins, 
thus  possibly  causing  remote 
thrombosis.19  Lewis,  in  his  per- 
sonal experience,  including  more 
than  100  patients  and  500  scleros- 
ing sessions,  has  not  found  any 
case  of  gastric  infarction  or  portal 
vein  thrombosis  as  a result  of 
sclerotherapy.  The  doses  of  so- 
dium morrhuate  used  in  these 
cases  were  not  excessive. 


It  seems  that  a combination  of 
etiologic  factors  was  present  in 
this  unique  case.  Caution  is  thus 
advised  when  multiple  and  re- 
peated modes  of  therapy  are  used 
for  esophageal  varix  bleeding.  □ 

From  the  Section  of  Surgery, 
King's  Daughters’  Hospital  in  Madi- 
son, Ind.,  and  the  Department  of 
Surgery,  University  of  Louisville 
School  of  Medicine. 


Correspondence  and  reprints: 
Paul  W.  Cronen,  M.D.,  703  Green 
Road,  Madison,  IN  47250. 
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Hand  Clinic 


Thoracic  outlet  syndrome 


James  W.  Strickland,  M.D. 
Richard  S.  Idler,  M.D. 

James  C.  Creighton,  M.D. 
Indianapolis 

P ain  and  paresthesias  in  the 
upper  extremity  resulting  from 
constriction  of  the  brachial  plexus 
were  first  described  around  the 
turn  of  the  century,  and  thoracic 
outlet  syndrome  was  believed  to 
be  a common  condition.  It  has 
become  evident  in  recent  years 
that  most  patients  with  painful 
dysesthesias  in  their  hands  and 
arms  have  carpal  tunnel  syn- 
drome, ulnar  nerve  entrapment  or 
cervical  spondylosis  or  disc.  Pub- 
lished reports  on  this  condition 
are  difficult  to  interpret,  particu- 
larly because  the  clinical  criteria 
for  making  the  diagnosis  have 
changed  throughout  the  years. 
Nonetheless,  the  condition  exists 


in  varying  forms,  and,  although  it 
is  almost  impossible  to  define  a 
discrete  syndrome,  certain  charac- 
teristics and  findings  bear  consid- 
eration. 

Anatomy  and  pathology 

The  brachial  plexus  and  the  sub- 
clavian artery  emerge  from  the 
neck  and  the  thorax  into  the 
subclavicular  region  through  a 
narrow,  triangular  space  bounded 
by  the  first  rib  below,  the  scalenus 
anterior  muscle  anteriorly  and  the 
scalenus  medius  muscle  posteri- 
orly (Figure  1).  As  these  struc- 
tures pass  beneath  the  clavicle, 
they  arc  immediately  above  the 
first  and  second  ribs  before  turn- 
ing downward  to  enter  the  arm. 
Any  reduction  in  the  size  of  this 
space  may  result  in  compression 
of  the  lower  elements  of  the  bra- 
chial plexus  or  the  subclavian 
artery  and  produce  neurologic  or 


vascular  symptoms.  Most  re- 
searchers believe  that,  in  most 
patients,  it  is  the  compression  of 
the  plexus  rather  than  arterial 
embarrassment  that  produces  the 
symptoms. 

Thoracic  outlet  syndrome  is 
produced  by  a cervical  rib  or  by 
fibromuscular,  tendinous  or  liga- 
mentous bands.  Trauma  such  as 
severe  clavicle  fractures  may  pro- 
duce compression  of  the  plexus 
and/or  artery.  Postural  abnor- 
malities such  as  the  "military 
brace"  position  in  which  the 
shoulders  are  held  back  exces- 
sively also  have  been  implicated. 
Slumping  or  sagging  of  the  shoul- 
ders in  or  around  the  fourth  de- 
cade also  may  give  rise  to  the 
symptoms  associated  with  this 
syndrome. 

Clinical  characteristics 

The  signs  and  symptoms  of  tho- 


Figure  1:  The  anatomy  of  the  thoracic  outlet.  Bra- 
chial plexus  and  the  subclavian  artery  pass  from 
the  neck  and  thorax  into  the  subclavicular  region 
through  narrow  triangular  space  bounded  by  the 
first  rib,  the  scalenus  anterior  muscle  and  the 
scalenus  medious  muscle. 


Figure  2:  The  Roos  or  EAST  (extension-abduction 
stress)  tests  for  thoracic  outlet  syndrome.  Thumbs 
are  abducted  to  90  degrees  and  the  elbows  flexed  to 
90  degrees.  The  patient  then  opens  and  closes  the 
hands  repetitively  with  the  shoulders  in  full  exten- 
sion. When  positive,  this  test  will  reproduce  the 
patient's  pain  and  paresthesias. 


878 


INDIANA  MEDICINE/December  1991 


racic  outlet  syndrome  are  often 
vague  and  nondescript,  and  the 
findings  of  a physical  examination 
are  often  ill-defined  and  difficult 
to  interpret. 

For  most  patients  with  this 
condition,  symptoms  of  nerve 
compression  will  predominate 
over  those  of  vascular  compro- 
mise. Paresthesias  often  precede 
the  development  of  pain,  atrophy 
or  muscular  weakness  and  are 
most  common  in  the  ulnar  nerve 
distribution,  the  inner  aspect  of 
the  arm  radiating  to  the  small 
finger.  Pain  is  usually  described 
as  an  aching  or  burning  that  is 
poorly  localized  over  the  entire 
arm.  Characteristically,  the  dis- 
comfort increases  in  severity  as 
the  day  progresses,  particularly 
when  the  patient's  activities  in- 
clude repetitive  movement  of  the 
hands  with  the  arms  reaching 
forward  or  upward.  Return  or 
increase  of  symptoms  when  the 
arms  are  held  overhead  is  felt  to 
be  strongly  suggestive  of  thoracic 
outlet  syndrome.  Pain  and 
paresthesias  also  may  be  exacer- 
bated by  carrying  heavy  objects, 
lifting,  typing,  knitting  or  playing 
a musical  instrument.  The  symp- 
toms may  be  temporarily  relieved 
by  shrugging  the  shoulders  and 
exercising  the  hands  but  will  re- 
turn when  the  inciting  posture 
and  activities  are  resumed.  In 
some  patients  the  discomfort  will 
be  worse  at  night  and  relieved  by 
swinging  the  arm. 

Patients  with  arterial  insuffi- 
ciency may  present  with  coldness, 
aching  in  muscles  and  loss  of 
strength  with  continued  use.  The 
hand  may  become  pale  or  bluish 
with  dependency,  and  the  vascu- 
lar changes  may  be  confused  with 
Raynaud's  phenomenon.  Trophic 
changes  or  gangrene  at  the  tips  of 
fingers  may  occasionally  be  seen, 
particularly  when  embolic  phe- 
nomena result  from  chronic  vas- 
cular compression. 


Diagnostic  features 

Physical  examination  should  in- 
clude a thorough  inspection  of  the 
extremity  for  atrophy  or  signs  of 
vascular  compromise.  A good 
neurological  examination  should 
be  performed  as  well  as  provoca- 
tive tests  for  other  nerve  compres- 
sion entities,  such  as  carpal  tunnel 
syndrome  and  cubital  tunnel  syn- 
drome. Tingling  and  pain  may  be 
elicited  by  direct  palpation  or 
percussion  over  the  brachial 
plexus,  which  can  be  felt  in  the 
posterior  triangle  as  it  emerges 
from  behind  the  scalenus  anterior. 
Blood  pressure  determinations  in 
both  upper  limbs  should  be  made 
for  comparison,  and  palpation  of 
the  neck  for  a thrill  or  ausculta- 
tion for  a bruit  may  add  diagnos- 
tic information. 

Historically,  physicians  were 
taught  many  provocative  tests 
designed  to  demonstrate  compres- 
sion of  the  structures  passing 
through  the  thoracic  outlet.  The 
Adson  maneuver,  the 
costoclavicular  test  and  the 
hyperabduction  maneuver  all 
depend  on  changes  in  the  radial 
pulse.  Since  it  is  now  well-docu- 
mented that  arterial  compression 
is  rarely  a significant  part  of  the 
symptom  complex  associated  with 
thoracic  outlet  syndrome,  most  of 
these  tests  should  be  abandoned 
or  their  results  deemphasized. 

The  three-minute  arm  exercise  test 
or  EAST  (extension  abduction 
stress  test)  described  by  Roos* 1 2  is 
now  the  most  reliable  single  test 
for  diagnosing  thoracic  outlet 
syndrome  (Figure  2).  With  the 
patient  sitting  with  the  arms  ab- 
ducted to  90  degrees  and  the  el- 
bow flexed  to  90  degrees,  the 
hands  are  opened  and  closed  re- 
petitively while  holding  the  shoul- 
ders in  full  extension.  The  patient 
with  this  condition  is  almost  al- 
ways unable  to  complete  the  test 
due  to  pain  and  paresthesias. 

Cervical  spine  x-rays  should 


include  anterior/posterior,  both 
obliques  and  lateral  views  in  flex- 
ion and  extension  in  an  effort  to 
discover  a cervical  rib  and  rule 
out  cervical  spondylosis.  How- 
ever, the  presence  of  a cervical  rib 
does  not  necessarily  mean  that  it 
is  the  cause  of  the  patient's  symp- 
toms. Electromyelogram  and 
nerve  conduction  studies  may 
demonstrate  slowing  across  the 
supraclavicular  fossa  and  subcla- 
vian angiography  may  also  help 
diagnose  thoracic  outlet  syn- 
drome. 

Treatment 

Following  the  diagnosis  of  tho- 
racic outlet  syndrome,  a conserva- 
tive treatment  course  should  be 
pursued  in  almost  all  cases.  Pa- 
tients should  be  instructed  to  pre- 
vent elbow  flexion  during  sleep 
and  to  avoid  positions  of  potential 
compression  of  the  plexus  during 
the  day.  In  addition,  patients 
should  be  taught  a set  of  exercises 
designed  to  correct  slumping 
shoulder  posture.  These  mea- 
sures, when  rigorously  under- 
taken, can  provide  substantial 
benefit  for  as  many  as  two-thirds 
of  affected  patients.  When  conser- 
vative treatment  fails  or  there  is 
significant  vascular  compromise, 
surgical  intervention,  usually  in 
the  form  of  first  rib  resection,  may 
be  necessary.  □ 

This  is  the  last  in  a series  of 
articles  on  hand  conditions  from  The 
Indiana  Hand  Center  in  Indianapolis. 

Correspondence  and  reprints: 
James  W.  Strickland,  M.D.,  8501 
Harcourt  Road,  P.O.  Box  80434, 
Indianapolis,  IN  46280-0434. 
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Civil  War  surgery: 
Gettysburg,  summer  of  1863 


Clyde  B.  Kernek,  M.D. 
Indianapolis 

(jettysburg  was  the  site  of  a 
bloody  three-day  battle  in  July 
1863  between  two  great  American 
armies  with  nearly  165,000  men,1 
General  Lee  was  perhaps  overcon- 
fident when  he  led  his  victorious 
Army  of  Northern  Virginia  into 
Pennsylvania.  General  Meade 
became  commander  of  the  humili- 
ated but  capable  Army  of  the 
Potomac  just  three  days  before 
these  two  armies  clashed  in  a 


Figure  1:  The  19th  Indiana 
monument  on  the  west  slope  of 
McPherson's  Ridge  marks  the 
site  of  its  stand  against  the 
advancing  Confederates. 
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Abstract 


Gettysburg  was  the  site  of  a bloody  three-day  battle  starting  July  1 , 
1863.  Field  hospitals  became  busy  during  the  battle  and  were  estab- 
lished in  churches,  schoolhouses,  barns  and  private  homes.  The  Union 
field  hospitals  treated  20,500  wounded  Union  and  Confederate  soldiers. 
Civil  War  surgeons  had  little  equipment  and  knowledge,  but  we  can 
appreciate  their  contributions  to  surgery  and  service  to  country. 

V J 


small  town  July  1. 

War  wounds  were  mostly 
from  bullets,  while  artillery  ac- 
counted for  about  5%  and  bayonet 
for  less  than  1%.  The  chances  of 
surviving  a bullet  wound  of  the 
extremity  were  7 to  1,  and  most 
wounds  were  extremity  wounds.2 
Penetrating  chest  wounds  were 
62%  fatal,  and  penetrating  ab- 
dominal wounds  were  87%  fatal 
or  100%  if  the  small  intestines 
were  hit.2 

The  regimental  medical  staff 
consisted  of  one  surgeon  and  two 
assistant  surgeons.2  Bacteriology 
and  antisepsis  were  unknown  to 
these  surgeons.  The  surgeon  se- 
lected a site  for  his  field  hospital  a 
safe  distance  behind  the  lines. 

The  hospital  often  was  staffed 
with  the  regimental  musicians 
who  acted  as  stretcher  bearers  and 
nurses.  By  1863,  the  field  hospi- 
tals were  generally  division  and 
corps  hospitals  staffed  by  the 
most  skilled  surgeons.1  The  assis- 
tant surgeons  set  up  aid  stations 
or  dressing  stations  near  the  battle 
lines  to  dress  the  wounds  and 
send  the  wounded  to  the  field 
hospital.1'2 

The  field  hospitals  became 
very  busy  during  battle,  with  an 
overwhelming  number  of 
wounded  men  lying  on  the 
ground.  The  dressing  surgeon 


treated  the  less  seriously 
wounded  by  applying  bandages.2 
The  operating  surgeon  was  the 
most  skilled  surgeon  and  treated 
the  seriously  wounded.  He  over- 
looked the  mortally  wounded 
who  were  carried  off  to  the  side  to 
die.  The  operating  surgeon 
would  place  the  wounded  soldier 
on  the  operating  table,  often  a 
door.  He  would  quickly  examine 
the  patient  and  decide  on  surgery. 
Simple  bullet  wounds  were 
probed  with  the  finger  without 
anesthesia.  Chloroform  and  ether 
anesthesia  were  available  for  sur- 
gery. 

Surgical  techniques  included 
exploration  of  the  wound  with 
removal  of  bullet,  shell  and  bone 
fragments;  control  of  bleeding; 
and  amputation.  Excision  of  bone 
usually  resulted  in  infection, 
osteomyelitis,  nonunion  and  a 
useless  limb.2  Ligatures  were 
used  to  control  bleeding  and  be- 
came one  of  the  leading  surgical 
advances  of  the  war.2  Amputa- 
tion was  done  for  a limb  badly 
lacerated  or  an  open  fracture  with 
comminution.  There  was  contro- 
versy regarding  amputation  ver- 
sus conservative  surgery  to  sal- 
vage the  limb.  It  was  thought 
best  to  amputate  at  once  to  avoid 
septicemia.  The  flap  technique  of 
amputation  could  be  done  quicker 
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Figure  2:  The  Hummelbaugh  farm  house  and  barn 
were  filled  with  wounded  men  on  the  night  of  July 
2. 


Figure  3:  General  Sickles  was  at  the  Trostle  farm 
when  his  right  leg  was  struck  by  a cannonball. 
Note  the  cannonball  hole  in  the  barn. 


than  the  circular  technique,  but  it 
sacrificed  more  of  the  limb  and 
made  a bigger  wound.2 

Dressings  were  applied  wet 
and  kept  wet  by  dripping  water 
(contaminated)  on  them.2  The 
wounds  would  suppurate  as 
"laudable  pus,"  which  was  con- 
sidered a necessary  process  for 
healing.  The  patients  were  man- 
aged with  bed  rest  and  given  opi- 
ates and  liquor  for  pain. 

There  were  many  complaints 
against  the  Civil  War  surgeons 
who  were  called  "sawbones"  be- 
cause of  their  "cut  first,  ask  later" 
attitude.1  They  were  accused  of 
drunkenness,  desertion  of  patients 
when  under  fire,  rough  handling 
of  wounds  and  neglect  of  the 
sick.2 

The  medical  director  of  the 
Army  of  the  Potomac  was  Dr. 
Letterman.  He  had  650  medical 
officers  and  1,000  ambulances. 

The  Union  field  hospitals  at 
Gettysburg  treated  14,500  Union 
wounded  and  6,000  Confederate 


wounded.  After  the  battle,  the 
army  moved  south,  and  only  106 
medical  officers  were  left  to  treat 
20,500  wounded.2 

On  July  1,  the  fighting  started 
west  of  Gettysburg  and  spread  to 
the  north  of  town.  The  Union 
First  Corps  deployed  west  of 
town  with  the  famous  Iron  Bri- 
gade on  McPherson's  Ridge.  The 
19th  Indiana  Infantry  Regiment  of 
the  Iron  Brigade  fought  at  the  site 
of  this  monument  on  the  ridge 
(Figure  1).  As  confederate  rein- 
forcements were  brought  up,  the 
First  Corps  was  driven  back 
through  town  along  with  the 
Eleventh  Corps  to  Cemetery  Hill. 
Surgeon  Jacob  Ebersole  of  the  19th 
Indiana  had  established  his  field 
hospital  in  the  railroad  depot.  He 
watched  from  the  upper  windows 
as  the  Union  soldiers  retreated 
through  town,  taking  his  horse, 
while  the  Confederate  troops  were 
taking  the  town.1  The  field  hospi- 
tals that  day  were  established  in 
churches,  schoolhouses,  barns  and 


private  homes.1 

On  the  morning  of  July  2, 
Union  troops  were  well-en- 
trenched on  Cemetery  Hill,  Cem- 
etery Ridge  and  Culp's  Hill.  Late 
that  afternoon,  the  Confederates 
struck  Meade's  left  flank.  General 
Sickles'  Third  Corps  had  ad- 
vanced in  front  of  the  rest  of  the 
Union  line  against  Meade's  wishes 
and  took  the  brunt  of  the  assault. 
General  Barksdale's  Mississippi 
Brigade  made  one  of  the  grandest 
charges  of  the  war  and  broke 
Sickles'  line  at  the  Peach  Orchard, 
advancing  to  the  Trostle  farm  near 
Cemetery  Ridge. 

General  Barksdale  fell  with 
mortal  wounds.  When  given  a 
drink,  the  water  seeped  from  a 
hole  in  his  chest.3  Barksdale  was 
found  that  night  by  Union  troops 
and  taken  to  the  Second  Corps 
field  hospital  at  the  Hummel- 
baugh farm  house  (Figure  2). 

Blood  sprayed  from  his  chest 
wound  with  every  breath,  and  his 
left  leg  had  an  open  fracture.  Dr. 
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Figure  4:  This  small  marker  in 
the  Soldiers'  National  Cemetery 
is  the  resting  place  for  80  Hoosier 
soldiers. 

Hamilton  assured  Barksdale  that 
his  chest  wound  was  mortal,  and 
the  general  died  that  night.’  One 
major  recalled  seeing  that  night  a 
pile  of  arms  and  legs,  which  the 
surgeons  had  thrown  out  of  a 
window  of  the  Hummelbaugh 
house.* 1 2 3 


General  Sickles  was  near  the 
Trostle  barn  (Figure  3)  during  this 
Confederate  assault  when  a can- 
nonball crushed  his  right  leg.  He 
was  taken  by  ambulance  to  a field 
hospital.  That  night,  with  chloro- 
form anesthesia,  a right  above- 
knee amputation  was  done  under 
candlelight.’  He  wanted  his  limb 
saved,  and  his  famous  tibia  is  in 
the  Armed  Forces  Medical  Mu- 
seum.1 

July  3 was  Pickett's  charge 
and  the  Confederate  high-water 
mark.  A way  of  life  was  fading, 
and  the  Union  was  somehow  sur- 
viving. 

Camp  Letterman  was  the  gen- 
eral hospital  established  to  con- 
solidate the  thousands  of 
wounded  left  behind  by  the  two 
armies.  Camp  Letterman  closed 
in  November  about  the  same  time 
President  Lincoln  visited 
Gettysburg  to  give  a brief  address 
during  the  dedication  of  the  Sol- 
diers' National  Cemetery.  This 
marker  is  one  of  many  located  in 
the  cemetery,  and  it  reads  "Indi- 
ana 80  bodies"  (Figure  4). 

Civil  War  surgeons  accom- 


plished much  with  little  equip- 
ment and  little  knowledge.  It  is 
fitting  that  we  look  back  and  ap- 
preciate their  contributions  to 
surgery  and  service  to  our  coun- 
try. □ 

The  author  is  with  the  Depart- 
ment of  Orthopaedic  Surgery  at  the 
Indiana  University  School  of  Medi- 
cine in  Indianapolis. 
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Kernek,  M.D.,  Department  of 
Orthopaedic  Surgery , University 
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Over  50  Physicians 
Have  Chosen  Our 

You  could,  too. 

C 

vjince  1917,  Caylor-Nickel  Clinic  has 
maintained  a reputation  for  excellence.  Not  only  in  state- 
of-the-art  patient  care  and  treatment  but  excellence  in  our 
physicians’  professional  and  personal  lifestyles. 

As  a Caylor-Nickel  physician,  you  will  benefit  from  the 
many  advantages  of  group  practice.  As  a member  of  a 
multi-specialty  team,  you  will  maximize  your  income 
through  built-in  referrals  and  by  spending  far  less  time  on 
business  management. 

Over  50  specialty  physicians  will  be  on  premises  for 
consultation  and  call  coverage.  Also  housed  in  the  same 
complex  is  Caylor-Nickel  Medical  Center,  a 1 50  bed 
hospital.  Handling  rounds  and  emergencies  will  no 
longer  disrupt  your  schedule. 

Our  fringe  package  includes  a competitive  salary  guaran- 
tee, productivity  bonuses,  paid  malpractice  insurance,  a 
new  car  each  year,  28  workings  days  off,  and  more. 

Caylor-Nickel  is  situated  in  Bluffton,  about  30  minutes 
from  Indiana’s  second  largest  city,  Fort  Wayne.  Whether 
you  prefer  a quiet  country  or  active  city  lifestyle,  hoth  can 
be  accommodated. 

Right  now  Caylor-Nickel  Clinic  has  openings  for 
physicians  specializing  in: 

•Internal  medicine  •Orthopaedic  surgery 

•Family  practice  •Anesthesiology 

•Invasive  cardiology  ‘Endocrinology 

•Obstetrics/gynecology 

If  you  have  an  interest,  please  call  Gregg  Kurtz,  CPC. 

He’ll  give  you  more  choice  information  about  Caylor- 
Nickel’s  special  way  of  life. 

Caylor-Nickel  Clinic,  P.C. 

One  Caylor-Nickel  Square  • Bluffton.  Indiana  • 46714 
1-800-552-2923  in  Indiana  • 1-800-348-2845  outside  Indiana 
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A problem-solving  curriculum 
for  active  learning 

_ Northwest  Center  for  Medical  Education  _ 


Panayotis  G.  Iatridis,  M.D.,  D.Sc. 
Gary,  Ind. 

During  the  1990  -1991  aca- 
demic year  and  after  being  ap- 
proved by  the  Education  and  Cur- 
riculum Committee  and  the 
School  of  Medicine  Executive 
Committee,  the  Northwest  Center 
for  Medical  Education,  Indiana 
University  School  of  Medicine, 
implemented  the  Regional  Center 
Alternative  Pathway,  a problem- 
solving active  learning  curricu- 
lum. 

The  general  objectives  of  the 
Regional  Center  Alternative  Path- 
way are:  1)  to  develop  new  and 
innovative  educational  programs 
based  on  reorganization  of  the 
first  and  second  year  medical 
educational  material  available;  2) 
to  assist  the  freshman  and  sopho- 
more medical  students  to  acquire 
and  apply  the  necessary  knowl- 
edge through  small  group  interac- 
tive problem-based  learning  ses- 
sions, basic  lectures,  laboratories 
and  other  learning  assisting  meth- 
ods; to  promote  the  right  atti- 
tudes, which  will  lead  to  the  ap- 
propriate behavior;  and  to  de- 
velop the  necessary  skills  for  the 
practice  of  medicine;  and  3)  to 
assist  the  faculty  of  the  Northwest 
Center  to  develop  tutorial  skills 
and  to  adapt  their  teaching  and 
service  responsibilities  to  the 
needs  of  the  new  curriculum. 

Specifically  in  the  Regional 
Center  Alternative  Pathway,  every 
medical  student  is  expected  to 
work  toward  the  domains  of 
learning  that  will  ultimately  lead 
to  the  acquisition  of  the  necessary 
knowledge  and  to  the 
development  of  the  appropriate 


skills  and  attitudes  that  will  be- 
come a part  of  continued  and 
lifelong  professional  growth.  It  is 
expected  that  this  pathway  will 
ensure  that  the  graduates  of  medi- 
cal school  will  become  lifelong 
learners. 

Historical  background 

Medical  education  has  evolved 
through  the  centuries  from  a 
transfer  of  medical  knowledge 
and  skills  at  a personal  level,  the 
apprenticeship  form,  to  a more 
structured  didactic  approach.1 
Hippocrates,  in  addition  to  the 
personal  interaction,  used  also  the 
method  of  discourse  (dialectike), 
which  reinforced  medical  educa- 
tion. In  the  17th  and  18th  centu- 
ries, two  types  of  medical  educa- 
tion developed:  1)  the  clinical 
type  of  medical  schools  that  origi- 
nated in  France  and  England  and 
continued  the  apprenticeship  form 
of  medical  education  in  a hospital 
setting,  and  2)  the  university  type 
of  medical  schools  that  originated 
in  Germany  and  spread  to  Hol- 
land, Scandinavia  and  Helvetia.1 
In  the  university  type,  well- 
trained  faculty  in  basic  sciences 
were  the  teachers,  and  the  differ- 
ent basic  science  disciplines  origi- 
nated. 

In  1910,  the  Flexner  report 
adopted  a more  structured  medi- 
cal education  in  the  United  States. 
Since  then,  extensive  discussions 
regarding  medical  education  re- 
sulted in  some  changes  in  the 
curriculum  in  several  medical 
schools.  The  key  question,  how- 
ever, which  remains  unanswered, 
is  "how  do  medical  students 
learn?"2  Kenneth  R.  Cox  and 
Christine  E.  Ewan2  indicated  that 
1 ) relevance,  2)  appropriate  se- 


quence of  instruction,  3)  active 
student  involvement  in  learning 
and  4)  adequate  feedback  on  per- 
formance are  some  principles  of 
learning.  Engel  and  Clarke,3 
studying  the  approach  of  the 
medical  school  at  the  University 
of  New  Castle  and  McMaster  Uni- 
versity Medical  School,  suggested 
that  the  solution  to  the  problem  is 
to  rearrange  the  subject  matter  by 
presenting  a series  of  real  prob- 
lems that  the  students  must  ac- 
tively engage. 

In  1969,  McMaster  Medical 
School  in  Hamilton,  Ontario, 
Canada,  adopted  a radical  posi- 
tion regarding  medical  educa- 
tion.6,74  In  promoting  a better 
atmosphere  for  discussion  and 
learning,  McMaster  Medical 
School  introduced,  instead  of  lec- 
tures, the  small  group  of  five  to 
six  students  for  small  group  learn- 
ing in  the  presence  of  a tutor.6 
The  current  curriculum  at 
McMaster  consists  of  six  units, 
which  are  a series  of  interdiscipli- 
nary blocks  and  include  the  final 
year  of  clinical  clerkship  rotations. 
It  is  expected  that  in  this  curricu- 
lum the  medical  students  will 
develop  independent,  lifelong 
learning  skills7  through  problem- 
based  learning  methods.67 

In  1977  at  the  University  of 
New  Mexico  School  of  Medicine, 
a small  group  of  faculty  proposed 
an  experimental  medical  school 
curriculum.8,9  The  goal  of  the 
proposed  curriculum  was  to  de- 
velop self-directed  physicians 
with  lifelong  learning  skills,  who 
would  seek  a career  in  primary 
care  in  a rural  area.  This  new 
curriculum  was  called  Primary 
Care  Curriculum  (PCC).8 10  As  in 
the  McMaster  program,  the  PCC 


884 


INDIANA  MEDICINE/December  1991 


program  offers  no  lectures  and  the 
students  learn  in  small  tutorial 
groups  of  five  with  a faculty  fa- 
cilitator or  tutor.810  The  subject 
material  of  the  first  two  years  of 
medical  school  was  rearranged  in 
seven  units. 

In  1982,  a committee  was  ap- 
pointed at  Harvard  Medical 
School  to  study  the  development 
of  an  innovative  curriculum  for 
medical  students.5  At  this 
committee's  recommendation. 
Harvard  Medical  School  intro- 
duced the  "New  Pathway."  The 
core  of  this  program  is  the  use  of 
problem-based  discussions  and 
independent  study.  This  is 
achieved  by  small  groups  of  eight 
students  who  discuss  a case  prob- 
lem with  a faculty  tutor,  similar  to 
the  McMaster  program.  The  first- 
and  second-year  contents  are  rear- 
ranged in  six  sequential  blocks. 

In  contrast  to  the  McMaster  and 
the  New  Mexico  programs,  the 
New  Pathway  offers  a set  of  lec- 
tures, laboratories  and  confer- 
ences, which  are  designed  to  rein- 
force the  small  group  tutorial 
sessions.  Furthermore,  the  stu- 
dent evaluation  includes  a small 
number  of  written  exams  in  addi- 
tion to  the  tutorial  evaluation. 

There  are  now  several  medical 
schools  in  the  United  States  and 
around  the  world  that  initiated 
innovative  problem-based  cur- 
ricula.4'6'8,11'13 Although  there  are 
similarities  regarding  the  prob- 
lem-based curricula,  the  sequence 
of  topics  and  student  and  cur- 
ricula evaluations  are  different 
and  reflect  each  school's  philoso- 
phy and  available  resources. 

At  the  Indiana  University 
School  of  Medicine  and  specifi- 
cally at  the  Northwest  Center  for 
Medical  Education  in  Gary,  the 
director  of  the  program  believed 
that  during  the  last  five  years  the 


freshman  and  sophomore  medical 
students  were  experiencing  a 
pressure  of  informational  over- 
load and  that  their  goal  was  not 
to  synthesize  the  learned  material 
and  to  solve  problems,  but  rather 
to  study  in  order  to  pass  an  exam. 
The  question  often  asked  by  stu- 
dents was,  "What  do  1 have  to 
know  in  order  to  pass  an  exam?" 
rather  than,  "What  do  I have  to 
know  to  become  a competent  and 
caring  physician?"  They  argued 
constantly  that  certain  exam  ques- 
tions did  not  reflect  their  hand- 
outs and  argued  extensively  that 
their  questions  were  unfair. 

This  problem  does  not  seem 
unique  to  the  Northwest  Center. 
Dr.  A.  Kaufman11  said  in  a recent 
publication  that  a teacher  feels 
energized  by  an  eager  student 
asking,  "How  does  hyperuricemia 
cause  an  inflamed  joint  like  the 
one  I saw  in  clinic  yesterday?"  but 
drained  by  a student  asking,  "Do 
I have  to  learn  about  purine  me- 
tabolism for  the  upcoming  bio- 
chemistry midterm  examina- 
tion?"11 

The  director  of  the  Northwest 
Center  discussed  his  concerns 
with  Dean  Walter  J.  Daly,  M.D., 
and,  with  the  dean's  encourage- 
ment and  support,  initiated  a dis- 
cussion among  the  center  faculty. 
On  May  9,  1989,  three  senior 
Northwest  faculty,  Drs.  Hoftiezer, 
Baldwin  and  Bankston,  accompa- 
nied the  director  to  Harvard 
Medical  School.  On  June  20,  1989, 
Drs.  Vanden  Berge,  Hoftiezer, 
Echtenkamp  and  Iatridis  visited 
McMaster  University  Medical 
School. 

It  became  apparent  from  these 
visits  and  from  the  study  of  the 
available  literature  that  there  are 
two  extreme  positions  regarding 
medical  education:  1)  the  tradi- 
tional programs,  which  are  totally 


structured  and  completely  faculty- 
directed  curricula;  and  2)  the 
problem-based  learning  programs, 
which  are  student-directed  cur- 
ricula. The  former  are  the  post- 
Flexner  report  programs  now 
offered  in  most  medical  schools  in 
the  United  States  and  Canada  and 
characterized  by  structured  lec- 
tures, laboratories  and  several 
objective  types  of  exams.  The 
latter  are  similar  to  the  McMaster 
Medical  School  curriculum  and 
characterized  by  problem-based 
tutorial  learning  sessions  in  small 
groups  of  students,  no  lectures,  no 
laboratories  and  no  formal  exams. 

The  Regional  Center  Alternative 
Pathway 

After  extensive  discussion,  the 
faculty  of  the  Northwest  Center 
for  Medical  Education  adopted  an 
innovative  curriculum  that  is  a 
combination  of  the  old  (tradi- 
tional) and  the  new  problem- 
based  tutorial  curriculum.  The 
Regional  Center  Alternative  Path- 
way is  a modification  of  the 
Harvard  Medical  School's  New 
Pathway  program.  The  Regional 
Center  Alternative  Pathway  intro- 
duces the  problem-based  tutorial 
sessions  in  addition  to  a few  basic 
lectures  and  laboratories.  The 
subject  matter  on  the  other  hand 
has  been  rearranged  into  eight 
steps  that  are  presented  sequen- 
tially. In  this  curriculum,  the  em- 
phasis is  on  the  medical  students 
acquiring  the  necessary  knowl- 
edge and  developing  the  right 
attitude  and  skills  of  a lifelong 
learner. 

The  Regional  Center  Alterna- 
tive Pathway  is  characterized  by 
the  following: 

1)  An  integration  of  tradi- 
tional first-  and  second-year  con- 
tent into  eight  steps,  or  curricular 
units,  which  are  presented  se- 
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quentially  during  the  first  two 
years  of  medical  school.  Al- 
though the  different  steps  reflect 
in  general  the  traditional  basic 
science  disciplines,  the  problem- 
based  learning  sessions  provide 
horizontal  correlation  across  disci- 
plines, while  retaining  and  en- 
hancing in  the  first  year  the  essen- 
tial fund  of  knowledge  in  basic 
sciences  and  emphasizing  in  the 
second  year,  and  in  particular  in 
Step  8,  a more  clinical  approach. 
The  eight  steps  of  the  new  cur- 
riculum are: 

1st  Year 

Step  1 : The  Molecular  Basis  of 
Medicine  (Biochemistry),  six 
weeks. 

Step  2:  Human  Structure 
(Gross  Anatomy,  Radiology,  His- 
tology, Cell  Biology),  1 1 weeks. 

Step  3:  Systemic  Function  and 
Drug  Action  (Physiology,  Pharma- 
cology), nine  weeks. 

Step  4:  Neural  Control  and 
Disease  (Neurosciences  and 
Neuropharmacology),  seven 
weeks. 

Step  5:  Ambulatory  Medicine 
(Basic  Clinical  Experience),  four 
weeks.  (This  step  is  optional  but 
highly  recommended.  In  this  step 
the  interested  students,  at  the  end 
of  their  freshman  year,  will  be 
assigned  to  a primary  care  physi- 
cian and  for  four  weeks  will 
experience  the  practice  of  medi- 
cine in  an  ambulatory  setting.) 

2nd  Year 

Step  6:  The  Life  Cycle  (Reproduc- 
tion, Embryology  and  Genetics), 
four  weeks. 

Step  7:  Invasion  and  Defense 
(General  Pathology,  Microbiology, 
Immunology),  10  weeks. 

Step  8:  Pathophysiology  and 
Advanced  Problem  Solving,  20 
weeks. 

Every  step  is  coordinated  by  a 


"Step  Master."  The  Step  Master, 
along  with  the  tutors  and  lectur- 
ers, monitors  and  evaluates  the 
tutorial  sessions,  the  effectiveness 
of  the  presented  cases,  the  lectures 
and/or  laboratories  and  the  stu- 
dents' performance  in  acquisition 
of  content  and  in  problem-solving 
process. 

2)  Problem-based  tutorial  ses- 
sions, where  small  groups  of  six 
to  eight  students  discuss  and  ana- 
lyze a weekly  medical  case  prob- 
lem with  a faculty  tutor  and  set 
the  necessary  agenda  of  learning 
issues  for  self-directed  study. 

In  follow-up  sessions,  the  students 
refine  and  synthesize  the  learned 
information  and,  through  addi- 
tional discussion  and  interaction, 
set  new,  advanced  learning  issues. 
The  medical  problems  are  pre- 
sented in  a case  study  format  de- 
signed to  reflect  the  step  and  the 
weekly  themes. 

3)  In  basic  science  laborato- 
ries, the  medical  students  partici- 
pate in  hands-on  activities  and, 
through  additional  group  discus- 
sion and  problem  solving,  supple- 
ment the  tutorials  and  are  able  to 
test  certain  hypotheses. 

4)  A minimum  of  basic  lec- 
tures designed  to  supplement 
each  step's  content  with  the  prob- 
lem-based sessions,  presented  by 
center  faculty,  introduce  key  con- 
cepts and  guide  and  orient  the 
medical  students  to  the  appropri- 
ate learning  objectives. 

5)  The  doctor/patient  interac- 
tion is  presented  every  Thursday 
afternoon,  from  1 p.m.  to  3 p.m. 
The  freshman  and  sophomore 
medical  students  learn  the  art  of 
history  taking  and  physical  diag- 
nosis from  experienced  precep- 
tors. 

6)  Another  afternoon,  from  1 
p.m.  to  3 p.m.,  special  topics  are 
presented,  such  as  behavioral 
sciences,  medical  ethics,  socio- 


economic issues,  emergency  medi- 
cine and  biostatistics.  These  ses- 
sions are  designed  in  a problem- 
solving format,  and  behavioral, 
ethical,  socioeconomic  and  statisti- 
cal issues  presented  in  weekly 
cases  are  discussed  and  analyzed 
extensively. 

Students  learn  about  emer- 
gency medicine  bv  being  the 
shadows  of  practicing  emergency 
medicine  physicians.  This  format 
has  proved  to  be  a successful 
learning  experience  for  the  North- 
west Center  freshman  medical 
students. 

Report  and  conclusion 

The  introduction  and  implementa- 
tion to  the  freshman  class  of  the 
new  problem-solving  curriculum 
during  the  1990-1991  academic 
year  were  very  successful.  Most 
faculty  members  and  students 
were  very  enthusiastic  and  highly 
motivated  and  contributed  signifi- 
cantly to  its  success.  The  results 
of  the  acquisition  of  content  were 
very  similar  to  previous  years. 

The  freshman  medical  students, 
however,  indicated  that  although 
the  experience  was  very  enjoyable, 
the  stress  for  learning  was  high. 
The  freshmen  were  impressed 
with  the  different  aspects  of  the 
problem-solving  curriculum  and 
specifically  enjoyed  the  doctor/ 
patient  interaction  component. 

In  a survey  done  near  the  end 
of  the  1990-1991  academic  year, 
we  found  that  out  of  16  students 
who  were  assigned  to  our  pro- 
gram, 14  selected  the  Northwest 
Center  because  of  the  new  prob- 
lem-solving curriculum  and  two 
were  assigned.  At  the  end  of  the 
academic  year,  14  medical  stu- 
dents reacted  favorably  toward 
the  problem-solving  curriculum, 
and  two  reacted  unfavorably. 

Several  members  of  the  clini- 
cal faculty  at  the  Indianapolis 
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campus  assisted  us  in  selecting 
appropriate  cases  and  helped  in 
writing  and  editing  some  of  them. 
Our  advisory  committee  under 
Dean  Carter's  chairmanship  pro- 
vided significant  guidance,  and 
the  master's  council  monitored  the 
implementation  of  the  new  cur- 
riculum and  recommended  appro- 
priate changes. 

During  the  1991-1992  aca- 
demic year,  the  sophomore  year 
of  the  Regional  Center  Alternative 
Pathway  will  be  implemented. 

We  anticipate  that  during  the 
sophomore  year  the  students  will 
acquire  the  necessary  content  and 
will  develop  the  problem-solving 
skills  and  attitudes  needed  to 
continue  their  third  year  of  medi- 
cal education  at  the  Indianapolis 
campus. 

Dr.  Fred  Ficklin  and  his  pro- 
gram evaluation  committee  are 
developing  the  necessary  instru- 
ment to  be  used  in  order  to  evalu- 
ate objectively  the  new  problem- 
solving curriculum  vis-a-vis  the 
traditional  pathway.  It  is  prema- 
ture to  make  any  statistically  sig- 


nificant statement  regarding  the 
success  of  the  Regional  Center 
Alternative  Pathway.  Our  impres- 
sion, however,  is  that  so  far  it  is 
progressing  according  to  the  set 
criteria.  When  more  data  are 
available,  we  will  report  them  to 
the  Indiana  medical  community.  □ 

Correspondence:  Panayotis  G. 
Iatridis,  M.D.,  Assistant  Dean  and 
Director,  The  Northwest  Center  for 
Medical  Education,  Indiana  Univer- 
sity School  of  Medicine,  3400  Broad- 
way, Gary,  IN  46408. 
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■ auxiliary  report 


Andrea  Kuipers 

ISMA-A  Legislative  Chairman 

l_/egislation  is  high  on  the 
list  of  priorities  of  the  Indiana 
State  Medical  Association  Auxil- 
iary. Of  the  24  organized  counties 
belonging  to  the  auxiliary,  21  have 
appointed  legislative  chairmen.  In 
fact,  one  of  these  legislative  chair- 
persons might  be  your  husband  or 
wife!  Check  it  out. 

As  a physician  and  member  of 
the  ISMA,  you  have  an  extremely 
valuable  asset  - the  auxiliary  - at 
your  service.  Not  only  are  we 
medicine's  staunchest  allies  and 
supporters,  we  are  knowledge- 
able, interested,  hard-working  and 
above  all,  we're  on  your  side! 

What  more  could  you  ask  for? 

If  you  don't  know  about  your 


medical  auxiliary  and  what  it 
does,  you  are  ignoring  your  best 
friend.  If  you  are  an  officer  in 
your  county  medical  society,  call 
your  medical  auxiliary  president, 
ask  who  the  legislative  chairman 
is  and  then  call  that  person.  Next, 
start  working  together.  You  can 
best  decide  on  what  and  how. 

The  important  point  is  to  start 
working  together  now. 

The  auxiliary  legislative  chair- 
person helps  keep  membership 
informed  about  state  legislative 
issues.  They  also  can  help  inform 
your  medical  society.  They  re- 
ceive, read  and  respond  to  the 
ISMA  legislative  updates  and 
alerts.  Why  not  work  together 
with  your  auxiliary's  legislative 
chairperson  to  help  set  up  a 
county  phone  alert  system?  Por- 
ter County  Auxiliary  succeeded  in 


developing  one  with  little  diffi- 
culty. Names  were  solicited  from 
both  medical  auxiliary  and  the 
medical  society.  All  members  of 
the  medical  auxiliary  are  now 
covered  by  the  telephone  tree 
alert  system.  Physician  response 
was  less,  but  it  was  a good  start. 
By  working  together  and  using 
the  enthusiasm,  interest  and  ideas 
of  your  medical  auxiliary,  more 
can  be  accomplished  together  than 
by  either  of  us  (medical  society 
and  auxiliary)  working  alone. 

I want  to  invite  you  to  the 
annual  ISMA-A  Day  at  the  Capi- 
tol Wednesday,  Feb.  12,  1992,  at 
the  Columbia  Club  in  Indianapo- 
lis. 

We  are  your  auxiliary.  To- 
gether we  can  accomplish  great 
things  for  medicine.  □ 
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FOUR  MEMBERS 
ELECTED  TO  BOARD 


EXTRACT 


PUBLISHED  BY  THE 
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THE  INDIANA  HISTORICAL  SOCIETY 

NUMBER  22  DECEMBER  1991 


Members  of  the  Indiana  Medical  History 
Museum  elected  four  new  members  to  the 
organization’s  board  of  directors  during  the 
museums  annual  meeting  last  October. 

The  new  members  include  Glenn  W. 
Irwin,  Jr.,  M.D.,  former  chancellor  of  Indi- 
ana U diversity- Purdue  University  in  Indi- 
anapolis; Katherine  M.  McDonell,  the 
assistant  director  for  marketing  and  com- 
munications at  the  Indiana  University  Cen- 
ter on  Philanthropy  and  the  museums 
previous  director;  John  G.  Pantzer,  Jr., 
M.D.,  a plastic  surgeon  at  Methodist  Hos- 
pital; and  James  B.  Steichen,  M.D.,  sur- 
geon-in-ehief  at  St.  Vincent  Hospital  and 
Health  Care  Center.  Museum  members 
elect  board  members  to  serve  two-year 
terms. 

In  addition,  the  Board  of  Directors 
elected  its  olfieers  for  the  1991-1993  term. 
The  officers  assumed  their  positions  begin- 
ning at  the  October  meeting. 

The  officers  include  Walter  B.  Tinsley, 
Jr.,  M.D.,  as  president;  T.  Neal  Petry, 
M.D.,  vice  president;  Rhonda  Miller,  trea- 
surer; and  Dorothy  Wliite,  secretary.  Dr. 
Petry  had  served  as  the  boards  president 
from  1989  to  1991. 


MUSEUM  LAUNCHES  ANNUAL  OPERATING  CAMPAIGN 


The  annual  operating  campaign  for  the 
Indiana  Medical  History  Museum  this  year 
also  provides  an  excellent  opportunity  to 
fund  the  improvements  to  the  museum’s  his- 
toric structure  made  possible  by  a $ 10.000 
matching  grant. 

The  grant  was  awarded  by  the  Indiana 
Department  of  Natural  Resources’  Division 
of  Historic  Preservation  and  Archaeology. 
The  United  States  Department  of  the  Inte- 
rior provides  the  monies  for  this  grant  pro- 
gram through  the  Historic  Preservation 
Fund. 

In  order  to  make  the  needed  improve- 
ments, the  museum  must  match  — on  a 
50-50  basis  — the  $10,000  the  grant  offers. 
According  to  the  Department  of  Natural 
Resources,  the  grant  provides  one  dollar  for 
every  dollar  the  museum  raises. 

The  museum  will  use  the  matching  grant 
to  install  a new  flat  roof  on  the  rear  portion 
of  the  historic  structure.  The  current  roof, 
which  is  more  than  25  years  old,  received 
its  last  repair  in  1990  — when  the  museum 
replaced  the  flashings  around  the  skylights. 

Besides  installing  a new  roof,  this  project 


will  include  repairing  the  buildings  three 
skylights  and  replacing  the  gutters  in  sev- 
eral locations.  This  work  will  entail  tuck- 
pointing any  damaged  masonry  as  well. 

In  addition,  the  museum  will  use  the 
matching  grant  to  construct  a handicapped- 
access  ramp.  The  structure  will  allow 
admittance  to  seven  of  the  twelve  historical 
rooms  and  the  museum’s  exhibits 
gallery. 


The  matching  grant  also  will  enable  the 
museum  to  install  automatic  change-over 
thermostats  for  the  buildings  temperature 
control  unit.  This  improvement  will  help  pro- 
vide the  constant  interior  temperature  neces- 
sary to  preserve  the  museum’s  collections. 

The  Indiana  Medical  History  Museum 
decided  to  approach  potential  donors  about 


(See  “ Campaign ” on  Page  4) 


Donations  given  to  match  the  $ 10.000  grant  awarded  h\  the  Indiana  Department  of  Natural  Resources  Division  of 
Historic  Rresenation  and  Archaeology  will  help  restore  the  museums  three  skylights.  However,  those  funds  remain 
separate  from  the  donations  needed  to  support  the  museum's  operating  expenses. 


HISTORICAL  SOCIETY  INTEGRATES 
SPECIAL  INTEREST  SECTIONS 


The  Indiana  Historical  Society  recently 
integrated  its  four  special  interest  sections 
into  the  organizations  divisional  structure. 

The  integration  allows  the  Indiana  His- 
torical Society  to  respond  better  to  the 
diverse  interests  of  the  organization’s  nearly 
10,000  members.  The  move,  however,  does 
not  diminish  any  benefits 
offered  to  the  society's 
members. 

The  special  sections  — 

Archaeology,  Black  His- 
tory, Family  History  and 
Medical  History  — were 
organized  through  the 
years  by  people  who  had 
specialized  interests 
within  Indiana  history. 

Although  logical  when  drafted,  the  arrange- 
ments lacked  consistency  from  group  to 
group  and,  bv  the  1990s,  did  not  reflect  the 
society’s  organizational  structure. 

The  Indiana  Historical  Society  presently 
contains  four  divisions  — Research  Pro- 
jects and  Grants,  Library,  Publications  and 
Field  Services.  As  a result  of  the  integra- 
tion, these  divisions  now  support  the 
activities  and  publications  previously 
offered  bv  the  special  interest  sections. 

A genealogy  committee  of  the  Publica- 


tions Division  and  a genealogy  program 
committee  of  the  Field  Services  Division 
now  support  and  encourage  the  genealogi- 
cal publications  and  programs  previously 
offered  by  the  Family  History  Section.  With 
the  advice  of  these  committees,  the  society 
will  continue  to  publish  The  Hoosier  Gen- 
ealogist., to  offer  genealog- 
ical workshops  and  to 
develop  new  initiatives. 

The  Publications  Divi- 
sion also  will  continue  to 
publish  and  distribute 
Black  History  News  and 
Notes , previously  offered 
through  the  Black  History 
Section,  and  the  volumes 
in  the  prehistory  research 
series,  previously  offered  through  the 
Archaeology  Section.  In  addition,  the  soci- 
ety will  continue  its  relationship  with  the 
Glenn  A.  Black  Laboratory  of  Archaeology 
at  Indiana  University. 

The  integration  of  the  Medical  History 
Section  does  not  effect  the  publication  of 
Snakeroot  Extract,  which  the  Indiana  Medi- 
cal History  Museum  now  publishes.  As 
with  the  other  publications,  the  society  will 
offer  this  newsletter  to  those  members  who 
request  the  publication. 


SURVEY  INDICATES 
READERS’  ENJOYMENT 

A survey  conducted  earlier  this  year 
revealed  that  98.5  percent  of  the  readers 
enjoy  Snakeroot  Extract , the  newsletter 
the  Indiana  Medical  History  Museum 
publishes  in  association  with  the  Indi- 
ana Historical  Society. 

The  society,  which  conducted  the  sur- 
vey last  February,  mailed  questionnaires 
to  the  more  than  1,700  members  of  the 
organizations  Medical  History  Section. 
The  society  recently  integrated  the  Med- 
ical History  Section  and  the  three  other 
special  interest  sections  into  the  organi- 
zations divisional  structure. 

Of  those  people  who  responded,  98.5 
percent  indicated  that  they  like  (72.3 
percent)  or  strongly  like  (26.2  percent) 
Snakeroot  Extract.  Only  1.5  percent  noted 
that  they  did  not  like  the  newsletter. 

The  majority  of  readers  (51.3  percent) 
indicated  that  they  enjoyed  the  newsletters 
blend  of  news  and  informative  articles. 
However,  48.3  percent  of  the  respondents 
expressed  that  they  prefer  only  informative 
articles  that  discuss  various  aspects  of 
medical  history. 

When  asked  to  identify  those  subjects 
the  newsletter  should  cover,  79.3  percent 
indicated  that  the  articles  should  focus  on 
early  medical  practices.  In  addition,  66.2 
percent  said  that  the  newsletter  should 
print  excerpts  from  medical  diaries,  letters 
or  journals,  and  65.7  percent  noted  that 
the  newsletter  should  contain  more  infor- 
mation about  folk  medicine. 


Snakeroot  Extraet  derives  its  name  from  the 
white  snakeroot  plant , which  significantly 
impacted  medical  history  in  Indiana.  Many 
early  Hoosiers  experienced  milk  sickness,  a mys- 
terious disease  the  cause  of  which  remained 
unknown  until  the  1920s.  At  that  time , physi- 
cians traced  the  disease  to  the  white  snakeroot. 
or  rather,  to  the  consumption  of  milk  from  cows 
that  had  grazed  on  the  plant.  The  white  snake- 
root contains  the  poison  tremetol. 

The  Indiana  Medical  History  Museum  publishes 
Snakeroot  Extract  in  association  with  the 
Indiana  Historical  Society . Thus , the  members 
of  the  museum  and  the  members  of  the  Indiana 
Historical  Society  ( who  request  this  publication) 
receive  this  newsletter.  Individuals  should  direct 
questions  about  membership  in  the  Indiana  His- 
torical Society  to:  Indiana  Historical  Society, 
115  West  Ohio  Street.  I ndianapolis,  IN 
46202-5299,  (517)  232-1882. 

Interested  individuals  should  submit  items  for 
publication  and  direct  any  inquiries  about 
museum  membership  to:  Oren  S.  Cooley,  Indi- 
ana Medical  History  Museum,  5000  West  Wash 
ington  Street.  Indianapolis,  IN  46222-4055. 
(317)  635-7329. 


MUSEUM  OFFERS  BUTTONS 


Interested  individuals  now  may  pur- 
chase buttons  that  depict  the  logo  of  the 
Indiana  Medical  History  Museum. 

[he  logo  consists  of  a sketch  of  the 
exterior  facade  of  the  museum’s  historical 
structure.  Completed  in  1896,  the  two- 
story,  Victorian-style  building  originally 


Central  State  Hospital. 

A person  may  purchase  the  oval- 
shaped button,  which  costs  $1  each,  at  the 
museum  or  by  mail.  To  order  by  mail, 
individuals  should  complete  and  return 
the  order  form  contained  in  the  Snakeroot 
Extract. 


served  as  the  Pathology  Department  for 

I wish  to  purchase  a button(s)  that  depicts  the  logo  of  the  Indiana  Medical  History 
Museum.  I have  enclosed  $1  for  each  button,  plus  an  additional  50  cents  to  cover  the 
shipping  expenses  for  the  entire  order. 


Button(s)  at  $1  each 
Shipping 


Total 


Total 


.50 


Name 


Address 
City 


State 


Zip  Code 


Please  mail  the  completed  form  and  a check  made  payable  to  the  Indiana  Medical  History  Museum  to: 
Indiana  Medical  History  Museum,  .5000  West  Washington  Street.  Indianapolis.  IN  46222-4055. 
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THERMOMETER’S  ACCEPTANCE  INCREASED  SLOWLY 


Unstandardized  scales,  inadequate  con- 
trol of  fluid  and  the  lack  of  sophistication 
delayed  the  wide-spread  acceptance  of  the 
thermometer  as  a valuable  diagnostic 
instrument. 

In  the  1600s,  physicians  became  inter- 
ested in  the  those  physiologic  conditions 
under  which  body  temperature  should 
change.  As  a result,  physicians  began  to 
explore  the  possibilities  of  recording  tem- 
perature by  transferring  a patient's  body 
heat  to  a glass  tube. 

Santorio  Santorio,  an  Italian  professor  of 
medicine  at  Padua,  demonstrated  to  his  stu- 
dents such  a device  during  the  early  1600s. 
The  instrument  consisted  of  a glass  tube, 
the  bulb  of  which  the  patient  inserted  into 
the  mouth.  The  physician  placed  the  tube’s 
open  end  into  a liquid-filled  vessel  and 
measured  the  patient’s  temperature  by 
observing  the  change  in  the  instrument’s 
reading  during  ten  beats  of  the  pulsilogium, 
or  small  pendulum. 

The  three  types  of  thermometers  intro- 
duced during  the  1600s  differed  in  their 
fluid  content,  which  consisted  of  either  air, 
spirit  or  alcohol,  or  mercury.  Many  ther- 
mometers were  coiled  or  curved  in  nature 
until  physicians  realized  that  air  responds 
as  quickly  to  pressure  as  to  heat. 

Besides  the  problems  with  their  shapes, 
the  tubes  for  spirit-  or  mercury-based  ther- 
mometers also  proved  inadequate  to  control 
the  even  expansion  those  fluids  undergo 
when  heated.  As  a result,  the  mercury- 
based  instruments  were  abandoned  until  a 
smaller,  more  uniform  bore  could  be  made 
in  the  thermometer’s  tube. 

During  the  late  1600s  and  early  1700s, 
thermometers  still  lacked  universal  scales 
and,  therefore,  physicians  continued  their 
practice  of  comparing  the  patient’s  tem- 


perature to  the  temperature  of  the  person 
taking  the  measurements.  However,  the 
development  ol  standardized  temperature 
scales  by  Daniel  Gabriel  Fahrenheit  and 
Anders  Celsius  in  the  1700s  enabled  physi- 
cians to  determine  the  average  body  tem- 
perature with  either  scale. 

The  uniform  expansion  of  mercury 
prompted  its  reintroduction  commercially 
as  the  preferred  liquid  for  thermometers  in 
1822,  when  a method  was  developed  to 
produce  the  uniform  bore  needed  for  the 
thermometer’s  tube.  Fascinated  by  the  abil- 
ity of  a small  amount  of  air  to  move  mercury 
within  a tube,  John  Phillips,  a prolessor  ol 
geology  at  Oxford  University,  England, 
designed  the  self-registering  thermometer 
in  1832. 

This  type  ol  thermometer,  sometimes 
produced  with  a length  as  large  as  ten 
inches,  contained  a half-inch  portion  of 
mercury,  called  an  index,  that  remained 
separated  from  the  column  of  mercury  by  an 
air  space.  Although  the  mercury  column 
receded  after  the  thermometer  was  removed 
from  the  patient,  the  index  remained  at  the 
registered  temperature  until  the  physician 
shook  the  thermometer. 

Despite  these  advances,  physicians  did  not 
incorporate  the  thermometer  into  the  spec- 
trum of  their  diagnostic  equipment  as  quickly 
as  the  stethoscope  or  microscope.  In  1866,  F 
W.  Gibson  noted  this  discrepancy  when  he 
wrote,  "[T|he  day  is  not,  1 think,  very  far 
distant  when  the  physician  will  consider  the 
thermometer  not  less  indispensable  to  him 
than  the  stethoscope  and  microscope,  and 
when  the  surgeon  will  not  neglect  the  observa- 
tions of  the  temperature.” 

During  the  mid- 1800s,  diough,  the  ther- 
mometer continued  to  lack  appeal  because 
the  instrument  did  not  directly  contribute  to 
the  prevailing  diagnostic  patterns.  Physicians 
during  this  time  began  to  consider  alterations 
of  bodv  structure  and  function  as 


Early  thermometers,  depicted  here  by  Italian  professor 
of  medicine  Santorio  Santorio  in  1625.  consisted  of  a 
glass  tube,  the  bulb  of  which  the  patient  inserted  into  the 
mouth.  After  placing  the  tube's  open  end  into  a liquid- 
filled  vessel,  the  physician  measured  the  patient's  tem- 
perature by  observing  the  change  in  the  instrument's 
reading  during  ten  beats  of  a small  pendulum. 

the  ultimate  foci  of  disease  and  desired 
elaborate  instruments  and  laboratory  tests 
to  uncover  these  alterations. 

These  specialized  tools  contrasted 
greatly  with  the  thermometer,  which  mea- 
sures a general  phenomenon  such  as  body 
temperature.  Coupled  with  problems  of  cal- 
ibration and  breakage,  this  factor  relegated 
the  thermometer  to  its  use  in  hospitals, 
where  attendants  could  regularly  measure 
the  patients'  temperatures. 

However,  research-based  physicians 
embraced  the  thermometer  as  another  instru- 
ment capable  of  providing  objective  measure- 
ments. In  1868,  German  physician  Carl 
Wunderlich  published  his  monograph  in 
which  he  examined  the  relationship  between 
changes  in  body  temperature  and  the  courses 
a number  of  diseases  followed.  Inspired  by 
W underlieh,  Edouard  Seguin,  a French-bom 
physician  who  came  to  America  in  1848. 
continued  his  mentor’s  efforts  to  educate  phy- 
sicians about  the  value  of  the  thermometer  in 
medical  diagnosis. 

Bv  the  1880s,  most  physicians  recognized 
the  value  of  measuring  body  temperatures  and 
the  maximum  opportunities  the  thermometer 
offered  for  use  in  preventative  disease  pro- 
grams. In  describing  the  thermometer’s 
impact  on  medical  diagnosis,  Charles  Wilson 
Ingraham  in  1895  reflected  that,  "Though  the 
thermometer  is  but  a piece  of  glass  containing 
mercury,  vet  it  diffuses  information  that  sways 
the  opinions  of  physicians  in  council.  . . .We 
cannot  but  wonder  how  our  ancestors  could 
have  intelligently  practiced  medicine  and  sur- 
gery without  the  aid  of  the  thermometer. ” 

[Sources:  Medicine  and  Ils  Technology:  An  Introduc- 
tion to  the  History  of  Medical  Instrumentation  (1981) 
by  Audrey  H.  Doris , and  Medicine:  An  Illustrated 
History  ( 1978 ) b\  Albert  S.  Lyons,  V 1.1).,  and  R.  Joseph 
Petrucelli,  II.  M.D.j 


Self-registering  thermometers , such  as  these  1865  instruments,  utilized  mercury  because  of  that  substance's  ability  to 
expand  evenly  when  heated.  During  the  1700s  and  1800s , physicians  typically  selected  the  patient's  axilla,  or 
armpit,  as  the  site  for  taking  the  body's  temperature. 


DONORS,  ORGANIZATIONS  BENEFIT 
FROM  YEAR-END  GIFTS 


Studies  indicate  that  people  traditionally 
make  year-end  donations  to  help  support 
their  favorite  organizations.  However,  those 
gilts  also  enable  donors  to  benefit  from  the 
current  tax  laws. 

The  federal  government  provides  some 
significant  tax  benefits  to  those  individuals 
who  give  to  qualified,  non-profit  organiza- 
tions. By  recognizing  the  value  of  year-end 
gilts,  these  benefits  enable  those  contrib- 
uted dollars  to  work  harder  for  both  the 
donor  and  the  recipient. 

Potential  donors  have  several  options 
available  to  make  their  year-end  contribu- 
tions. As  a result,  people  may  select  those 
options  which  best  meet  their  needs. 

Although  cash  remains  the  most  popular 
method,  appreciated  stock  or  real  estate 
also  provide  excellent  options  lor  making 
year-end  donations.  The  giving  incentives 
for  these  options  currently  apply  for  taxable 
year  1991  only. 

If  a person  has  owned  the  stock  or  real 
estate  for  at  least  one  year,  then  the  person 
may  deduct  the  lull,  fair-market  value  of 
the  donated  stock  or  real  estate  as  a contri- 
bution, thereby  avoiding  capital  gains 


taxes.  However,  the  appreciated  property 
must  trigger  the  alternative  minimum  tax  for 
die  donation  to  qualify. 

Year-end  donations  also  may  include  tan- 
gible personal  property,  such  as  artwork, 
furniture  and  manuscripts.  A person  who 
qualifies  lor  the  alternative  minimum  tax 
may  deduct  the  fair-market  value  of  these 
donations  if  the  gifts  relate  to  the  organiza- 
tion's tax-exempt  purposes. 

Besides  appreciated  property,  insurance 
also  provides  potential  donors  with  a 
method  for  making  year-end  contributions. 
To  qualify,  the  organization  needs  to  become 
the  owner  and  beneficiary  of  the  donated 
policy. 

The  amount  ol  the  contribution  for  a 
paid-up  policy  usually  equals  the 
replacement  value  or  cost  basis  of  the  policy 
— whichever  amount  is  the  lower  figure. 
The  ongoing  premiums  paid  on  a gifted  life 
insurance  policy  also  qualify  as  contribu- 
tions. 

/Interested  individuals  should  consult  their  professional 
tax  advisors  about  these  and  other  methods  available  for 
year-end  donations.  All  contributions  to  the  Indiana 
Medical  History  Museum  are  tax  deductible./ 


CAMPAIGN ! 

(Continued  from  Page  1) 

this  opportunity  to  make  the  neededj 
improvements  during  this  years  annual 
operating  campaign.  The  return  envelope] 
mailed  last  month  with  the  campaign’d 
solicitation  letter  includes  a separate  line  in 
which  to  indicate  a contribution  beyond  the 
amount  given  to  support  the  museums  oper-! 
ating  expenses. 

The  annual  campaign  helps  raise  funds 
to  support  various  aspects  of  the  museums 
operations.  The  individual  and  corporate 
contributions  enable  the  museum  to  remair 
open  to  provide  its  diverse  programs. 

This  year,  the  museum  hopes  to  raise) 
more  than  $18,000  during  the  annual  oper- 
ating campaign.  However,  those  funds! 
remain  separate  from  the  donations  needec 
to  match  the  $10,000  grant. 


Indiana  Medical  History  Museum 
3000  West  Washington  Street 
Indianapolis,  IN  46222-4055 
(317)  635-7329 


■ physicians'  directory 


CARDIOLOGY  - DIAGNOSTIC  & INTERVENTIONAL 


NASSER,  SMITH  AND  PINKERTON  CARDIOLOGY,  INC. 


William  K.  Nasser,  M.D. 
Michael  L.  Smith,  M.D. 

Cass  A.  Pinkerton,  M.D. 
James  W.  VanTassel,  M.D. 
Dennis  K.  Dickos,  M.D. 
John  D.  Slack,  M.D. 

Charles  M.  Orr,  M.D. 

Jane  Howard,  M.D. 

James  H.  Adlam,  M.D. 

V.  Michael  Bournique,  M.D. 
Frank  J.  Green,  M.D. 

Nancy  A.  Branyas,  M.D. 
Charles  P.  Taliercio,  M.D. 
Bruce  F.  Waller,  M.D. 
Thomas  F.  Peters,  M.D. 
Azim  Saqib,  M.D. 

Lawrence  E.  Gering,  M.D. 


providing 

Cardiology  & Cardiac  Catheterization 
Transesophageal  Echocardiography 
Doppler  & Echocardiography 
Exercise  Stress  Testing 
Coronary  Angioplasty 
Nuclear  Cardiology 
Pacemaker  Surveillance 
Holter  Monitoring 
Percutaneous  Valvuloplasty 
Electrophysiology  Testing 
Coronary  Atherectomy 
Myocardial  Biopsy 
Automatic  Implantable 
Cardioverter  Defibrillator 
Signal  Averaged  Electrocardiography 


Office:  317-871-6666 
1-800-732-1482  (Indiana) 
1-800-CHD-PTCA  (Indiana) 
1-800-CAD-PTCA  (National) 
FAX:  317-  871-6019 


Suite  400 

St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Indianapolis,  Indiana  46260 


Kokomo  Office: 
620  South  Berkley 
Kokomo,  IN  46901 
317-456-1605 
FAX:  317-457/3929 


THE  HEART  CENTER  OF  INDIANA 
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■ physicians'  directory 


FORT  WAYNE 

CARDIOIDGY 


Basil  C.  Genetos,  M.D. 
Robert  W.  Godley,  M.D. 
Michael  J.  Mirro,  M.D. 
Kevin  J.  Kelly,  M.D. 
Fred  Doloresco,  M.D. 
John  F.  Phillips,  M.D. 
Patrick  J.  Daley,  M.D. 
William  W.  Wilson,  M.D. 
James  J.  Heger,  M .D. 
Raymond  E.  Dusman,  M.D. 
Charles  F.  Presti,  M.D. 
Stephen  E.  Brown,  M.D. 
David  D.  Whang,  M.D. 


(Physician's  Referral  Only) 


1912  Carew  Street 
Fort  Wayne,  Indiana  46805 
(219)  482-4865  (800)  637-6505  (IN) 

(800)  334-4371  (MI  & OH) 

Lutheran  Medical  Park 
7900  W.  Jefferson  Blvd. 

Suite  202 

Fort  Wayne,  Indiana  46804 
(219) 432-5613 


Caring  for  people  is  the  first  priority  at 
Fort  Wayne  Cardiology.  Since  1978,  our 
team  approach  has  serried  referring  physi- 
cians and  their  patients  with  the  latest  in 
heart  care  treatment  and  technologies. 

Fort  Wayne  Cardiology  is  a trusted  and 
caring  group  of  people,  featuring  13  board 
certified/board  eligible  cardiologists,  as 
well  as  a special  staff  of  nurses,  technolo- 
gists and  administrative  assistants. 

Patients  are  able  to  receive  comprehensive 
cardiac  services  which  include:  cardiac 
catheterization,  coronan / angioplasty  and 
atherectomy,  electrophysiology,  valvulo- 
plasty, nuclear  cardiology,  doppler  and 
echo  cardiography,  exercise  stress  testing, 
holter  monitoring,  ECG  event  monitor- 
ing, permanent  pacemaker  implantation 
and  surveillance,  non-invasive  peripheral 
vascular  evaluation,  peripiheral  angio- 
plasty and  atherectomy,  myocardial  biopsy, 
transesophageal  echo,  AlCD  insertion  and 
surveillance,  signal  average  EKG,  tilt 
table  and  rehab  therapi/. 

University  trained,  certified  cardiolo- 
gists; the  best  in  diagnostic  equipment; 
clinical  research  and  specialization  within 
the  specialty,  makes  Fort  Wayne  Cardiology 
an  excellent  center  for  heart  care. 


Angola 
Auburn 
Columbia  City 
Huntington 


Kendallville 

LaGrange 

Wabash 

Warsaw 


Defiance,  OH 
Hicksville,  OH 
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CARDIOLOGY 

A new  era  in  heart  care  has  begun 


Now  open 


The 


of  Fort  Wayne 


Robert  E.  Swint,  Sr.,  M.D. 
Mark  A.  Jones,  M.D. 

David  A.  Kaminskas,  M.D. 
Gary  A.  I latnbel.  M.D. 

Mary  H.  Heintz,  M.D. 

Ravi  N.  Bathina,  M.D. 
Gregory  C.  Tomlinson,  M.D. 
Brian  T.  Lew,  M.D. 

Peter  C.  Hanley,  M.D. 
Christopher  Zee-Cheng,  M.D. 
Steven  W.  Orlow.  M.D. 

David  A.  Belvedere,  M.D. 
Mark  S.  Hazen,  M.D. 


7836  VV.  Jefferson  Blvd. 
Fort  Wayne,  IN  46804 
(219)  432-2297 

800  Broadway,  Suite  204 
Fort  Wayne,  IN  46802 
(219)  422-2558 

3217  Lake  Ave. 

Fort  Wayne,  IN  46805 
(219)  422-2297 

2510  Dupont  Rd. 

Fort  Wayne,  IN  46825 
(219)  489-8280 


-800-777-2297 
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CARDIOLOGY 


Indiana 

Heart 

Physicians, 

Inc. 


a member  of  the  Indianapolis 
Regional  Heart  Center 


Indianapolis/Beech  Grove  Medical  Center 
112  North  17th  Avenue,  Suite  .300 

Office  317-783-8800 

Appointment  Scheduling  317-781-3655 

Cardiac  Testing  Center  317-781-3636 

Toll  Free  (Nationwide)  800-992-2081 


Physicians 


H.  0.  Hickman,  Jr.,  M.D.,  FACC 
Thomas  M.  Mueller,  M.D.,  FACC 
J.  Douglas  Graham  III,  M.D.,  FACC 
Kathleen  H.  Flohr„M.D„  Ph.D.,  FACC 
Jeffrey  L.  Christie,  M.D.,  FACC 
Stephen  H.  Kliman,  M.D.,  FACC 
Thomas  C.  Passo,  M.D.,  FACC 
Emily  A.  Diltz,  M.D.,  FACC 
John  E.  Batchelder,  M.D.,  FACC 
William  J.  Berg,  M.D. 

Mark  D.  Cohen,  M.D.,  FACC 
Thomas  D.  Hughes,  D.O. 
at  Columbus 

David  J.  Hamilton,  M.D.,  FACC 
Kevin  C.  Preuss,  M.D.,  FACC 

providing 

Cardiology  and  Cardiac 
Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 
Electrophysiology 
Percutaneous  Valvuloplasty 
Nuclear  Cardiology 
Doppler  and  Echocardiography 
Stress  Echocardiography 
Exercise  Stress  Testing 
Holter  Monitoring 
ECG  Event  Monitoring 
Permanent  Pacemaker  Implantation 
Pacemaker  Surveillance 


Noninvasive  Peripheral 
Vascular  Evaluation 
Signal  Average  EKG 
Myocardial  Biopsy 


Greenwood  Medical  Office 
12511  East  County  Line  Road 

Office  317-888-5723 

Toll  Free  (Nationwide)  800-992-2081 


Indiana  Heart  Physicians  at  Columbus 
3154  North  National  Road,  Suite  C 

Office  812-379-2020 

Toll  Free  (Indiana)  800-331-4765 
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PLASTIC,  RECONSTRUCTIVE  & HAND  SURGERY 


One  Call,  Day  or  Night! 

Our  group  is  always  available,  365  days  a year,  day  or  night;  to  see  your  patients 
in  Indianapolis  because  there  are  times  when  your  patient  shouldn’t  have  to  wait. 


ALSO  SEEING  PATIENTS 
BY  APPOINTMENT  IN  THESE 
CENTRAL  INDIANA  CITIES: 

DOWNTOWN 

GREENCASTLE 

DANVILLE 

CRAWFORDSVILLE 

LEBANON 

KOKOMO 

BEECH  GROVE 

GREENWOOD 

MOORESVILLE 

SURGERY  CENTER 


SERVING  15  CENTRAL 
INDIANA  HOSPITALS 

VISA,  MASTERCARD  ACCEPTED 
FINANCING  AVAILABLE 


ZOLLMAN  CENTER 

FOR  PLASTIC  S HAND  SURGERY 

1633  North  Capitol  Avenue,  Indianapolis.  IN  46202 


0 

1 I Member,  American  Society 

/_  of  Plastic  and  Reconstructive  Surgeons 

b) 


317-924-4943 
1-800-332-3943 
FAX:  317-921-3109 


Wally  Zollman  M.D.,  F.A.C.,  Twatchai  Yamcharern  M.D.,  Richard  S.  Troiano  M.D.,  Rank  O.  Dawson,  Jr.,  M.D. 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 
Indiana  medicine,  322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 


Q AMERICAN  SOCIETY  OF 

PLASTIC  & RECONSTRUCTIVE 
SURGEONS,  INC. 

John  G.  Pantzer  Jr.,  M.D.,  F.A.C.S. 

Diplomate,  American  Board 
of  Plastic  Surgery 

1801  North  Senate  Blvd.,  Suite  735 
Indianapolis,  Indiana  46202 
317-929-5500 


PLASTIC  SURGERY 


( MERIDIAN 

PLASTIC 

SURGERY 

CENTER 


For  information  on  services 
317/575-0110 
or  800/352-7849 
106th  & Meridian  Streets 


An  Ambulatory  Surgery  Center 
Exclusively  for  Cosmetic,  Plastic 
and  Reconstructive  Surgery 


Board-Certified  Physicians 

• Facial  Plastic  Surgery 

• Plastic  Surgery 

• Ophthalmic  Plastic  Surgery 

• Anesthesiology 


Providing  The  Finest  Surgical 
Care  And  Treatment  In  A 
Home-like  Setting 


Licensed  by  the  Indiana  State 
Board  of  Health  • Medicare 


Certified 


ABDOMINAL  SURGERY 


TED  W.  GRISELL,  M.D. 

Providing  consultative  services 
for  physicians  throughout  Indiana 
for  patients  with 
complex  management  problems 

5317  East  16tFi  Street  317-359-8261 

Indianapolis  46218  PFione  answered  24  hours 


DOCTORS 


This  space  is  available. 

For  rates,  write  or  call  Indiana  medicine,  322  Canal 
Walk,  Indianapolis,  IN  46202-3252, 

(317)  261-2060  or  1-800-969-7545. 
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RADIOLOGY 


SUPERB  QUALITY  DIAGNOSTIC  RADIOLOGY 
AND  RADIATION  ONCOLOGY  SERVICES 
ARE  ONLY  A TELEPHONE  CALLAWAY... 


Our  mission  is  to  provide  caring,  high  quality,  state-of-the-art  imaging,  interventional,  and 
radiation  oncological  services  to  our  patients,  referring  clinicians,  and  institutions.  Call  us  today 
to  discuss  your  unique  requirements  or  to  refer  your  patients  for  prompt,  courteous,  cost 
effective,  and  professional  service. 


INDIANAPOLIS  COLUMBUS 


Methodist  Hospital 
1701  N.  Senate  Avenue 
Methodist  Professional  Center 
1801  North  Senate  Avenue 
(317)  929-3580 

Methodist  Hospital  Breast  Cancer 
Screening  Program 
(317)  929-5000 


(Radiation  oncology  only) 
Bartholomew  County  Hospital 
2400  East  Seventeenth  Street 
(812)  376-5361 


CRAWFORDSVILLE 


Culver  Union  Hospital 
1710  Lafayette  Road 
(317)  364-3146 


Eagle  Highlands  Radiologic  Services 
6920  Parkdale  Place 
Suite  111 
(317)  291-4411 


GREENSBURG 


Decatur  County  Memorial  Hospital 
720  North  Lincoln  Street 
(812)  663-1156 


Lakeview  Radiologic  Services 
9002  North  Meridian  Street 
Suite  110 
(317)  844-6944 


BROWNSBURG 


KOKOMO 


(Radiation  oncology  only) 
Howard  Community  Hospital 
3500  South  Lafountain  Street 
(317)  453-8189 


TERRE  HAUTE 


Brownsburg  Radiologic  Services 
1375  North  Green  Street 
Suite  200 
(317)  852-3222 


TJxv 


(Radiation  oncology  only) 
Union  Hospital 
1606  North  Seventh  Street 
(812)  238-7504 


RADIOLOGIC  SPECIALISTS  OF  INDIANA,  INC 

All  Physicians  Board  Certified. 


^/OL Q° 
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CLINICAL  & ANATOMIC  PATHOLOGY 


The  Medical  Laboratory 

of  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-Winkler 
5940  West  Raymond  Street  • Indianapolis,  Indiana  46241 


CHEMISTRY 

MICROBIOLOGY 

HEMATOLOGY 

TOXICOLOGY 

CYTOLOGY 

HISTOLOGY 

CUSTOMER  SERVICE 


Courier  Service 

24  hr.  Pathology 
Consultation 

Assignment  Accepted: 
Medicare/Medicaid 

BC/BS  VIP  and  PC/USA, 
Preferred  Care,  Prucare 

18  Convenient  Branch 
Locations 


CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  46241 

Phone:  317/248-2448 


“Here  Today  To  Serve  You  Tomorrow." 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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RESPIRATORY  CONSULTANTS  OF  INDIANA 


DAVID  B.  COOK,  M.D.,  FCCP 
CHRIS  C.  NAUM,  M.D. 


MICHAEL  R.  NIEMEIER,  M.D.,  FCCP 
THOMAS  Y.  SULLIVAN,  M.D. 

JOHN  A.  WARDEN.  M.D.,  FCCP 


ROBERT  W.  WELLER,  M.D.,  FCCP 
PATRICK  E.  WRIGHT,  M.D.,  FCCP 


Pulmonary  Disease 

Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


Critical  Care 

Physicians  ABIM  certified  in 
critical  care  24  hours/day 
State-of-the-art  eighty  bed 
intensive  care  facility 


Hyperbaric  Medicine 

Diagnostic  assessment 
of  local  oxygen  delivery 
Treatment  of  disorders  of 
regional  02  delivery  and 
utilization 


Sleep  Disorders 

Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N SENATE  BLVD  , SUITE  400,  INDIANAPOLIS,  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE,  SUITE  215  • INDIANAPOLIS,  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111  • TERRE  HAUTE  (812)  232-0564 
AFTER  HOURS  ANSWERING  SERVICE  (317)  926-3466  OR  1-800-772-7788 

1-800-321-LUNG  • MONDAY  - FRIDAY  8:30  A.M.  - 4:30  P.M. 


ALCOHOLISM  TREATMENT 

OTOLOGY 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

(f*>  Anderson  Center 

of  Saint  Johns 

22  10  Joe  ksnn  Si  reef 
Anderson.  Indiana  46016 

1-800-435-9143  or  (317)  646-8383 

• Comprehensive  Alcohol  and  Drug  Treatment 

• Separate  Programs  for  Adolescents  and  Adults 

• Free  Assessment  and  Intervention 

MERIDIAN  OTOLOGY  LAB 

'Complete  Audiometric  Evaluations 
'Hearing  Aid  Evaluations  and  Dispensing 
'Brainstem  Auditory  Evoked  Response 
'Visual  Evoked  Response 
‘Electronystagmography 

‘Assistive  Listening  Devices — Demonstrations  Available 

Richard  Kurtz.  M.D.  Jack  Summerlin.  M.D. 

Marvin  R.  Kolodny,  Ph.D. 

Director  of  Audiology 

•J2b6  N.  Meridian  Street  Indianapolis,  Indiana 
Suite  B12  (317)  925-7077 
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INTERNAL  MEDICINE 

HEMODIALYSIS 

NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 

CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 

Thomas  Wm  Alley.  M D FACP  Theodore  F Hegeman,  M D 

George  W Applegate  M D Douglas  F Johnstone  M D 

Richard  Bloch  M D Wendy  L Kindig  M D 

Charles  B Carter  M D LeRoy  H King  Jr  M D FACP 

William  FI  Dick  M D FACP  Mary  A Margolis  M D 

Tim  E Taber.  M D 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis  46202 
Tel:  317-924-8425 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 
Indianapolis,  Indiana  46203 
317-787-3171 

By  Physician  Referral 

Clinical  Nephrology.  Hemodialysis.  Peritoneal 
Dialysis.  Renal  Transplantation.  Metabolic  Kidney 
Stone  Disease,  Hypertension,  Fluid  and  Electrolyte 
Imbalance,  Critical  Care 

For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE.  INC. 

1801  N.  Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location. 

HAND  SURGERY 

HEMATOLOGY  - ONCOLOGY 

JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders. 

2727  N Pennsylvania  St.  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Oiplomate  American  Board  of  Orthopedic  Surgery 
with  certificate  of  added  qualifications  in  surgery  of  the  hand. 

JOHN  A.  CAVINS,  M.D. 

8220  NAAB  ROAD  SUITE  105 
INDIANAPOLIS  INDIANA  46260 
TELEPHONE  (317)  876-1036 
SERVING 

INDIANAPOLIS  CARMEL  NOBLESVILLE 
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DERMATOPATHOLOGY 


DERMATOPATHOLOGY  LABORATORY 


Larry  J.  Buckel,  M.D. 
Robert  M.  Hurwitz,  M.D. 


Howard  R.  Gray,  M.D. 
William  B.  Moores,  M.D. 


Diplomates  of  the  American  Boards 
of 

Dermatology  and  Dermatopathology 

Specializing  in 

Inflammatory  Skin  Diseases 
and 

Neoplasms  of  the  Skin 


9202  North  Meridian  Street 
Suite  215 


Approved  for  and  Accept 
Medicare  and  Medicaid 
Assignment 


Indianapolis,  Ind.  46260 
(317)  843-2204 


UPS  Mailers  and  Courier  Service  Available 


PSYCHIATRY 

NEUROLOGY 

Eugene  G.  Roach,  M.D. 

Executive /Medical  Director 

Anderson  Center 


▼ y of  Saint  John  s 

22 10  Jackson  Street 
Anderson.  Indiana  46016 


1-800-435-9X43  or  (317)  646-8114 

• Comprehensive  Psychiatric  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Program  for  Dual  Diagnosis 


Shirley  M.  Mueller , M.D . 

General  Neurology 

Practice  Dedicated  Toward  Problems  Associated  With 
Numbness-Weakness-Dizziness  And  Pain  Including  Headache 

Testing  Amilable 
317'87T6000 

Indianapolis 

North:  St.  Vincent’s  Professional  Bldg.  #726 
South:  Community  South  Professional  Bldg.,  Suite  M 
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PERIPHERAL  VASCULAR  SURGERY 


NT 


VASCULAR  SURGERY,  RC. 


ViU— 

l)ia^iostics 

Mobile 
Mon-invasive 
Testing 


Austin  L.  Gardner,  M.D. 
Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 
Spencer  F.  Goodson,  M.D. 
Sajjad  M.  Hussain,  M.D. 


St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  662-5367 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  573-7040 
TOLL  FREE  (800)  446-0298 


The  Vascular  Lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular  testing  services,  including 
the  new  addition  of  color  computed  sonography,  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • H.  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D.  • Jay  Tuna,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville,  Indiana  47710 
812-423-2395 
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ASTHMA  & ALLERGY 

ASTHMA  & ALLERGY 

FRANK  WU,  M.D. 

MARK  HOLBREICH,  M.D. 

DIPLOMATE, 

PEDIATRIC  AND  ADULT 

W...  AMERICAN  BOARD 

W ^ OF  ALLERGY  & 

ASTHMA,  ALLERGY  AND  IMMUNOLOGY 

8803  N.  Meridian  St. 

f . ^ IMMUNOLOGY 

Suite  365 

Indianapolis,  Indiana 

St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 

(317)  574-0230 

Indianapolis,  Indiana  46260 

o Asthma  o Adverse  Food  Reactions 

(317)872-4213 

o Chronic  Cough  o Drug  Sensitivity 

0 Rhinitis  o Stinging  Insect  Allergy 

COLON  & RECTAL  SURGERY 


A Kendrick  Colon 

lYvnAl^^  and  Rectal  Associates 


William  M.  Kendrick,  M.D.  William  E.  Kelley,  M.D. 

George  A.  Donnally,  M.D.  Richard  L.  Stout,  M.D. 

R.  James  Wilson,  M.D.  Paula  A.  Hall,  M.D. 

William  M.  Sobat,  M.D. 

Specialists  in  the  Diagnosis  and  Treatment  of  Colon  and  Rectal  Disease 
General  Surgery  Services  Available 

For  more  information  call:  Kendrick  Colon  & Rectal  Associates, 

Tel:  317-831-9300  or  1-800-222-7994 
Kendrick  Memorial  Hospital,  Mooresville,  Indiana 

(JCAHO  Accredited) 

Regional  Offices:  Muncie,  Kokomo  & Greensburg 
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INDIANA  ONCOLOGY  HEMATOLOGY 

CONSULTANTS 


1 -800-ONC-HEME 
1 -800-662-4363 


Central:  317-927-5770 
St. Francis:  317-783-8509 


ADULT  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 

Laurence  H.  Bates,  M.D.  Gregory  W.  Smith,  M.D. 

William  M.  Dugan,  Jr.,  M.D.  William  H.  Bond,  M.D. 

Redmond  P.  Hogan,  III,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 
Arthur  J.  Provisor,  M.D.  Deborah  S.  Provisor,  M.D. 


ADULT  ONCOLOGY  HEMATOLOGY  - ST.  FRANCIS  OFFICE 

1600  Albany-  Medical  Clinic  Bldg.  Beech  Grove,  IN  46107  783-8509 

Redmond  P.  Hogan,  III,  M.D.  Randall  C.  Trowbridge,  M.D. 

Gregory  W.  Smith,  M.D. 


Centra/  Office  Located  in  the  Bvram  Gates  Middleton  House 
Listed  on  the  National  Register  of Historic  Places 
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RADIATION  ONCOLOGY 

7HFHERAPY 


Physicians: 

ROGER  ROBISON 
DAVID  BELL 
TAE  CHUNG 


Radiation  Oncology  Services  for  Southwest  Indiana 


TERRE  HAUTE 
Regional  Hospital 

(812)  234-7756 


VINCENNES 

Good  Samaritan  Hospital 

(812)  885-3939 


ROGER  ROBISON,  M.D.,  FA.C.P. 

M.D.  Anderson,  1980 
Certified:  Radiation 
Oncology 
Medical  Oncology 


DAVID  BELL,  M.D.,  Ph.D. 

M.D.  Anderson,  1981 
Certified:  Radiation 
Oncology 


TAE  CHUNG,  M.D. 

Chicago  Hines,  V.A.,  1976 
Certified:  Radiation 
Oncology 
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RADIATION  ONCOLOGY 


TRI-STATE  RADIATION 

ONCOLOGY 

Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 

• 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 

AL  KORBA,  M.D.;  ALY  RAZEK,  M.D. 

THOMAS  HAYES,  M.D.;  AMR  AREF,  M.D.;  SHANNON  LAMB,  M.D. 

★★★★★★ 

Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

DEVDAS  SHETH,  M.D. 

★★★★★★ 

MOISES  DOMINGO,  M.D. 

Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

MOISES  DOMINGO,  M.D. 

★★★★★★ 

MANJLJ  GUPTA,  M.D. 

Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

TRISTAN  BRIONES,  M.D. 

★★★★★★ 

AMR  AREF,  M.D. 

In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 
24-hour  answering  service  (812)  476-1367 
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ONCOLOGY 


• 

Offering  comprehensive  cancer  care,  including: 

■ Cancer  Detection 

■ Chemotherapy 

■ Radiation  Therapy  (Linear  Accelerator) 

Oncology  Associates 

■ Biologic  Therapy 

■ Education  and  Support  Services 

Michael  A.  Cross,  M.D. 

Board  Certified.  Radiology  (Therapeutic) 

■ Hospital,  Home  and  Hospice  Care 

John  R.  Pancoast,  M.D. 

Board  Certified,  Internal  Medicine 

Dearborn  County  Hospital  Professional  Building 
606  Wilson  Creek  Road,  Suite  130 
Lawrenceburg,  Indiana  47025 
(812)  537-1911 

and  Medical  Oncology /Hematology 

John  F.  Sacco.  M.D. 

Oncology  Associates’  16  physician  members  have  additional  offices  in  Cincinnati, 

Board  Certified,  Internal  Medicine 

Montgomery  and  Middletown,  Ohio;  and  Crestview  Hills,  Kentucky.  The  practice 

and  Radiology  (Therapeutic) 

offers  outpatient  care  and  clinics  in  11  hospitals  throughout  the  Tri-State  area. 

ORTHOPAEDIC  SURGERY 


BREAST  DISEASES 


JAMES  L 

. KAISER, 

M.D. 

• ORTHOPAEDIC  SURGERY 

• FRACTURES 

• BACK  SURGERY 

• FOOT  SURGERY 

• ARTHROSCOPIC  SURGERY 

Certified  American  Board 
Of  Orthopaedic  Surgery 

5626  East  16th  Street 
Indianapolis,  IN  46218 

(317)  352-0176 

OFFICE  ANSWERS  DAY  & NIGHT 

5626  E 16 

352-0176 

82nd  & Shadeland 

352-0176 

If  No  Answer  Call 

543-6089 

INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 

Diagnosis  (317)872-9580 

Consultation  8330  Naab  Road,  Suite  213 

Treatment  options  Indianapolis,  IN  46260 

Preservation  surgery 

Long-term  followup  Appointment  by  referral 
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TRANSPLANTATION 


METHODIST  TRANSPLANT  CENTER 


P.O.  Box  1367 
1701  N.  Senate  Blvd. 
Indianapolis,  Indiana  46206 


M Methodist 
H Hospital 


OF  INDIANA 


The  Difference  is  Experience 


24  - HOUR  REFERRAL 
(800)  772-7788 


HEART  TRANSPLANTATION 
Surgical  Director 
Harold  Halbrook,  M.D. 
Program  Cardiologist: 
Douglas  Pitts,  M.D. 

KIDNEY  TRANSPLANTATION 
PANCREAS  TRANSPLANTATION 
Surgical  Director 
Brian  Haag,  M.D. 
Program  Nephrologist: 
Charles  Carter,  M.D. 

CORNEAL  TRANSPLANTATION 
Surgical  Director 
Stephen  Johnson,  M.D. 


LUNG  TRANSPLANTATION 
Surgical  Director 
Harold  Halbrook,  M.D. 
Program  Pulmonologist: 
Michael  Niemeier,  M.D. 

LIVER  TRANSPLANTATION 
Surgical  Director 
Dale  A.  Rouch,  M.D. 
Program  Gastroenterologists: 
Peds  - Susan  Maisel,  M.D. 
Adult  - Brian  G.  Sperl,  M.D. 

TISSUE/BONE  BANK 
Surgical  Director 
David  A.  Fisher,  M.D. 


BONE  MARROW  TRANSPLANTATION 
Co-Director 
Luke  Akard,  M.D. 
Co-Director 
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ORTHOPAEDIC  SURGERY 


PERFORMANCE 


In  a high-performance  sports  car,  the  spokes  are  an  inte- 
gral PART  OF  THE  ENGINEERING.  EACH  INDIVIDUAL  SPOKE  IS 
STRONG,  YET  IT’S  THE  WAY  THEY’RE  INTERWOVEN  THAT  GIVES 
EXCEPTIONAL  STRENGTH  AND  BALANCE. 

That’s  the  way  it  is  at  Orthopaedics  Indianapolis.  Each  of 
OUR  19  physicians  has  unique  individual  strengths  and  skills. 
The  ability  to  draw  on  each  other’s  special  expertise 
strengthens  our  capabilities  and  enhances  our  performance. 
As  THE  EXCLUSIVE  PROVIDER  OF  RAPID  AND  EXTENSIVE  ORTHO- 
PAEDIC RECONSTRUCTIVE  SURGERY  FOR  METHODIST  HOSPITAL’S 

Emergency  Medicine  and  Trauma  Center,  we  treat  over 
1,000  TRAUMA  CASES  A YEAR  PROVIDING  US  WITH  EXPERIENCE  IN 
EVERY  FACET  OF  ORTHOPAEDIC  CARE.  THAT’S  WHY  DOCTORS  FROM 
ALL  50  STATES  AND  11  FOREIGN  COUNTRIES  HAVE  SOUGHT  OUR 
HELP  TREATING  THEIR  MOST  COMPLEX  CASES. 


Donald  S.  Blackwell,  M.D, 

F.R.  BRUECKMANN,  M.D.,  F.A.C.S. 
Anthony  R.  Lasich.  M.D. 

William  0.  Irvine,  M.D. 

Joseph  C.  Randolph,  M.D. 
Donald  E.  Russell,  M.D. 
mark  R.  Stevens,  M.D. 

Terry  R.  Trammell,  M.D. 

Andrew  J.  Vicar,  M.D. 

Vincent  L.  Fragomeni,  M.D 
JOHN  K.  SCHNEIDER,  M.D 
JOSEPH  R.  Baele,  M.D. 

Sanford  S.  Kunkel,  M.D. 

David  a.  Fisher,  M.D. 

D.  Kevin  Scheid,  M.D. 

Michael  F.  Coscia,  M.D. 

Henry  G.  Stein,  M.D.,  F.A.C.S. 
Orthopaedic  Surgeons 
Robert  C.  Gregori,  M.D. 
Physical  Medicine  a Rehabilitation 


Joint  Reconstruction 
Trauma 
fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
Hand  Surgery 
Foot  Surgery 
Arthroscopic  Surgery 
Pediatric  Orthopaedics 
Adult  Orthopaedics 
Ilizarov  limb  Lengthening 
a Deformity  Correction 


ORTHOPAEDICS 

INDIANAPOLIS 


Indianapolis  • Danville 
Greencastle  • Speedway 

ZlONSVILLE 

317-923-5352 

1-800-223-3381 
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ORTHOPAEDICS  & SPORTS  MEDICINE 


Hoosier  Orthopaedics  & 
Sports  Medicine,  RC. 


Total  Joint  Replacement 
Athletic  Injuries  and  Sports  Medicine 
Arthroscopic  Surgery 
Pediatric  and  Adult  Orthopaedics 
Fracture  Care/Trauma 


Robert  T.  Clayton,  M.D. 


Robert  E.  Cravens,  M.D. 


Reconstructive  Surgery  of  the  Foot  and  Ankle 
Reconstructive  Surgery  of  the  Shoulder  or  Knee 

Back  Surgery 
General  Orthopaedics 


John  E.  Garber,  M.D. 


Robert  M.  Palmer,  M.D. 


Office  Answers  Day  and  Night 

13450  North  Meridian  Street,  Suite  355,  Carmel,  Indiana  46032 

(317)  575-2705 

8330  Naab  Road,  Suite  234,  Indianapolis,  Indiana  46260 

(317)870-7075 


Frank  B.  Throop,  M.D. 


Thomas  F.  Trainer,  M.D. 
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COMPREHENSIVE  REHABILITATION 

I 

We're  Working  to  Make  Life  Better 


At  Kokomo  Rehabilitation  Hospital,  we’re 
eommitted  to  only  one  specialized  field  - 
rehabilitation  medicine. 

This  central  focus  means  your  patients 
receive  the  therapy  and  care  needed  to  restore 
their  lives  to  the  fullest  extent  possible. 


Kokomo 


Rehabilitation 

Hospital 


Our  newly  opened,  60-bed  hospital 
features  sophisticated  high-tech  equipment, 
a total  barrier-free  environment  and  highly 
trained  therapists. 

Give  us  a trv.  Your  patients  and  you  will 
be  pleased  with  the  results. 

- 'William  J.  Lestev,  MD. 

Medical  Director 


Bringing  the  Quality  Back  to  Life  for  Patients  Affected  by: 

Stroke  • Traumatic  Brain  Injun  • Spinal  Cord  Injun  • Amputation  • Orthopedic  Disorders  • Neurological 
Disorders  • Arthritis  • Back  and  Neck  Injuries  • Chronic  Pain  • Multiple  Trauma  • Return  to  Work 
• Carpal  Tunnel  Syndrome  and  other  Cumulative  Trauma  Disorders 


829  Dixon  Road  • Kokomo,  Indiana  46901 

General  Hospital  Information 
(317)  452-6700 


For  Referral  or  Admission  Information 
1 -800-886-LIFE 


A Continental  Medical  Systems  Facilitx 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-969-7545. 
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MULTI-SPECIALTY  GROUP  PRACTICE 




Addictionology 

Allergy 

Cardiovascular  Diseases 
Dermatology 
Endocrinology 
Family  Practice 
Gastroenterology 
Gynecology 
Hematology-Oncology 
Internal  Medicine 
Neurology 
Nephrology 
Nuclear  Medicine 
Obstetrics 
Ophthalmology 
Orthopedics 
Otolaryngology 
Pediatrics 
Psychiatry 
Pulmonary  Medicine 
Rheumatology 
Surgery 
Urology 


Welborn 

Clinic 


r a 

421  Chestnut  Street 
Evansville,  Indiana  47713 
(812)426-9440 


Toll-free  in  Indiana: 

J -800-52 1-0269 

^Westside  Family  Practice  Ctr  ^ 
(812)429-1818 


Welborn  Clinic  East 
(812)474-7123 

Welborn  Clinic  Highland 
(812)426-9565 

In  Newburgh: 

Welborn  Clinic  Newburgh 
(812)853-7391 

In  Reo: 

Reo  Family  Practice  Center 
(812)649-5061 

V J 
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OFFICERS 

President  — C.  Dyke  Egnatz,  Schererville 
Pres. -elect  — William  H.  Beeson,  Indianapolis 
Immediate  Past  Pres  — Michael  O.  Mellinger,  LaGrange 
Executive  Director  — Richard  R.  King,  Indianapolis 
Treasurer  — John  A.  Bizal,  Evansville 
Asst.  Treasurer  — Timothy  Brown,  Crawfordsville 
Speaker  — William  C.  Van  Ness  II,  Summitville 
Vice  Speaker  — William  E.  Cooper,  Columbus 

EXECUTIVE  COMMITTEE 

*C.  Dyke  Egnatz,  Schererville 
William  H.  Beeson,  Indianapolis 
Michael  O.  Mellinger,  LaGrange 
Peter  Winters,  Indianapolis 
John  A.  Bizal,  Evansville 
Timothy  Brown,  Crawfordsville 
Alfred  Cox,  South  Bend 
Jerome  Melchior,  Vincennes 
William  C.  Van  Ness  II,  Summitville 
William  E.  Cooper,  Columbus 

TRUSTEES  (Terms  end  in  October) 

District 

1 — Bruce  Romick,  Evansville  (1992) 

2 — Jerome  E.  Melchior,  Vincennes  (1993) 

3 — Gordon  L.  Gutmann,  Jeffersonville  (1994) 

4 — Arthur  C.  Jay,  Lawrenceburg  (1992) 

5 — Fred  E.  Haggerty,  Greencastle  (1993) 

6 — Ray  Haas,  Greenfield  (1994) 

7 — Donna  J.  Meade,  Indianapolis  (1992) 

7 — John  M.  Records,  Franklin  (1993) 

*7  — Peter  L.  Winters,  Indianapolis  (1994) 

8 — John  V.  Osborne,  Muncie  (1993) 

9 — Stephen  Tharp,  Frankfort  (1994) 

10  — Nicholas  L.  Polite,  Hammond  (1992) 

11  — Jack  W.  Higgins,  Kokomo  (1993) 

12  — John  R.  Thomas,  Fort  Wayne  (1994) 

13  — Alfred  C.  Cox,  South  Bend  (1992) 

RMS  — Rick  Robertson,  Indianapolis  (1992) 

MSS  — Andre  Stovall,  Indianapolis  (1992) 

‘Chairman 

ALTERNATE  TRUSTEES  (Terms  end  in  October) 
District 

1 — Barney  R.  Maynard,  Evansville  (1994) 

2 — James  P.  Beck,  Washington  (1992) 

3 — John  H.  Seward,  Bedford  (1992) 

4 — Robert  L.  Forste,  Columbus  (1994) 


CHAIRMEN  OF 

ALLERGY 

Paul  D.  Isenberg,  Indianapolis 

ANESTHESIOLOGY 
Stephen  F.  Dierdorf,  Indianapolis 

CUTANEOUS  MEDICINE 
Peter  L.  Winters,  Indianapolis 

DIRECTORS  MEDICAL  EDUCATION 
Glenn  Bingle,  Indianapolis 

EMERGENCY  MEDICINE 
Thomas  C.  Madden,  Greenwood 

FAMILY  PRACTICE 
Dallas  E.  Coate,  Lebanon 

INTERNAL  MEDICINE 
Neil  Irick,  Indianapolis 

MEDICAL  DIRECTORS  AND  STAFF  PHYSICIANS 
OF  NURSING  FACILITIES 
Larry  G.  Cole,  Yorktown 

NEUROLOGICAL  SURGERY 
Marvin  R.  Bernard,  Merrillville 

NEUROLOGY 

Charles  A.  Bonsett,  Indianapolis 

NUCLEAR  MEDICINE 
Mike  Mullinix,  Indianapolis 


5 — Roland  M Kohr,  Terre  Haute  (1994) 

6 — Howard  C.  Deitsch,  Richmond  (1992) 

7 — Ronald  G.  Blankenbaker,  Indianapolis  (1994) 

7 — Bernard  J.  Emkes,  Indianapolis  (1992) 

7 — Charles  O.  McCormick  III,  Greenwood  (1993) 

8 — Susan  K.  Pyle,  Union  City  (1994) 

9 — Robert  E.  Darnaby,  Rensselaer  (1992) 

10  — Frank  M.  Sturdevant,  Valparaiso  (1994) 

11  — Laurence  K Musselman,  Marion  (1992) 

12  — Charles  M.  Frankhouser,  Fort  Wayne  (1992) 

13  — Richard  J.  Houck,  Michigan  City  (1994) 

RMS  — Carla  Brumbaugh,  Indianapolis  (1992) 

MSS  — Ruchir  Sehra,  Indianapolis  (1992) 

AMA  DELEGATES  (Terms  end  Dec.  31) 

Marvin  E.  Priddy,  Fort  Wayne  (1991) 

Peter  R.  Petrich,  Attica  (1991) 

Herbert  Khalouf,  Marion  (1991) 

John  A.  Knote,  Lafayette  (1992) 

Alvin  J.  Haley,  Carmel  (1992) 

George  T Lukemeyer,  Indianapolis  (1992) 

AMA  ALTERNATE  DELEGATES  (Terms  end  Dec.  31) 

John  D.  MacDougall,  Beech  Grove  (1991) 

William  C.  Van  Ness  II,  Summitville  (1991) 

Richard  L.  Reedy,  Yorktown  (1991) 

Shirley  Thompson  Khalouf,  Marion  (1992) 

Max  N Hoffman,  Covington  (1992) 

Edward  L.  Langston,  Indianapolis  (1992) 

DISTRICT  OFFICERS  AND  MEETINGS 

1 — Pres:  Richard  A.  Tibbals,  Evansville 

Secy:  Rex  H.  Ragsdale,  Evansille 
Annual  Meeting:  May  21,  1992 

2 — Pres:  Paul  Daluga,  Linton 

Secy:  Frederick  R.  Ridge,  Jr.,  Linton 
Annual  Meeting:  May  14,  1992 

3 — Pres:  Stephen  R.  Havens,  Jeffersonville 

Secy:  Olegario  J.  Ignacio,  Jeffersonville 
Annual  Meeting:  May  20,  1992 

4 — Pres:  Robert  L.  Forste,  Jr.,  Columbus 

Secy:  Jeffery  C.  Hagedorn,  Columbus 
Annual  Meeting:  May  6,  1992 

5 — Pres:  James  R Rudolph,  Greencastle 

Secy:  Peggy  Sankey-Swaim,  Rockville 
Annual  Meeting:  May  28,  1992 

6 — Pres:  Dennis  L.  Roberts,  Shelbyville 

Secy:  William  H.  Toedebusch,  Richmond 
Annual  Meeting:  May  13,  1992 


SPECIALTY  SECTIONS 

OBSTETRICS  & GYNECOLOGY 
Philip  N.  Eskew  Jr.,  Carmel 

OPHTHALMOLOGY 
D Dean  Cofield,  Bloomington 

ORTHOPAEDIC  SURGERY 
James  G.  Buchholz,  Fort  Wayne 

OTOLARYNGOLOGY,  HEAD  & NECK  SURGERY 
William  F.  Cooper,  Columbus 

PATHOLOGY  & FORENSIC  MEDICINE 
Joyce  Byllesby,  Washington 

PEDIATRICS 

Charlene  Graves,  Indianapolis 

PHYSICAL  MEDICINE  AND  REHABILITATION 
Robert  Gregori,  Indianapolis 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 
Gary  A.  Babcoke,  Chesterton 

PSYCHIATRY 

Patricia  Sharpley,  Indianapolis 
RADIOLOGY 

Gonzalo  T.  Chua,  Indianapolis 
SURGERY 

Robert  Lempke,  Indianapolis 
UROLOGY 

Rodney  A.  Mannion,  LaPorte 


7 — Pres:  Bernard  J.  Emkes,  Indianapolis 
Secy:  H.  Marshall  Trusler,  Greenfield 
Annual  Meeting:  To  be  announced 
8—  Pres: 

Secy: 

Annual  Meeting:  June  3,  1992 
9 — Pres:  Robert  E.  Darnaby,  Rensselaer 
Secy:  Stephen  D.  Tharp,  Frankfort 
Annual  Meeting:  June  10,  1992 

10  — Pres:  Filemon  P.  Lopez,  Dyer 

Secy:  Barron  M.  Palmer,  Hammond 
Annual  Meeting:  June  17,  1992 

11  — Pres:  Regino  Urgena,  Marion 

Secy:  Frederick  C.  Poehler,  La  Fontaine 
Annual  Meeting:  Sept.  16,  1992 

12  — Pres:  William  Aeschliman,  Fort  Wayne 

Secy:  Joseph  Mantheiy,  Bluffton 
Annual  Meeting.  Sept.  17,  1992 

13  — Pres:  David  Haines,  Warsaw 

Secy:  John  W.  Schurz,  South  Bend 
Annual  Meeting:  Sept.  9,  1992 

COMMISSION  CHAIRMEN 

Constitution  unci  Bylaws 

Helen  E.  Czenkusch,  Indianapolis 
Legislation 

Eugene  G.  Roach,  Anderson 
Physician  Assistance 
Robert  Nelson,  South  Bend 
Medical  Sendees 

Dallas  E.  Coate,  Lebanon 
Medical  Education 
James  E.  Carter,  Indianapolis 
Sports  Medicine 

Ronald  G.  Blankenbaker,  Indianapolis 

COMMITTEE  CHAIRMEN 

Medical  Malpractice  (Ad  Hoc) 

George  T.  Lukemeyer,  Indianapolis 
Grievance 

Richard  B.  Schnute,  Indianapolis 
Indiana  Medical  Foundation 

Frank  B.  Ramsey,  Indianapolis 


ISMA  KEY  STAFF 

Richard  R.  King,  Executive  Director 

Adele  Lash,  Director  of  Operations/Communications 

Mike  Abrams,  Director  of  Marketing/Legislation 

John  Wilson,  Director  of  Administration 

Ronald  Dyer,  General  Counsel 

Susan  Grant,  Executive  Assistant 

Richard  Ryan,  Field  Sendees  (Northern) 

Bob  Sullivan,  Field  Services  (Central) 

Janna  Kosinski,  Field  Sendees  (Southern) 

Barbara  Walker,  Reimbursement  Coordinator 
Tom  Martens,  Members  Health  Insurance 
Tina  Sims,  Indiana  medicine 
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Top  researchers  join  IUMC 

A handful  of  the  country's  top 
molecular  researchers  and  clini- 
cians in  the  field  of  pediatric  he- 
matology and  oncology  recently 
joined  the  Indiana  University 
Medical  Center  (IUMC)  in  India- 
napolis to  develop  a cancer  and 
blood  disease  center.  This  effort 
was  made  possible  through  the 
support  of  the  Riley  Memorial 
Association  and  the  IUMC,  which 
have  established  the  Herman  B 
Wells  Center  for  Pediatric  Re- 
search at  Riley  Hospital  for  Chil- 
dren. 

The  center  is  directed  by 
David  Williams,  M.D.,  who  uses 
gene  transfer  as  a therapy  to  treat 
certain  blood  disorders.  Dr.  Wil- 
liams' goal  is  to  develop  a lifelong 
cure  for  severe  combined  immu- 
nodeficiency disease,  a genetic 
disorder  in  which,  in  30%  to  50% 
of  all  cases,  there  is  a deficiency  of 
adenosine  deaminase. 

Diabetes  research  grants  now 
available  for  1992-1993 

The  Juvenile  Diabetes  Foundation 
International  has  announced  the 
availability  of  grants  in  diabetes 
research  for  the  funding  year  Sept. 
1,  1992,  to  Aug.  31,  1993.  Each 
grant  application  is  is  subject  to 
scientific  peer  review  by  the 
Medical  Science  Advisory  Board 
and  approval  by  the  International 
Board  of  Directors.  The  applica- 
tion is  evaluated  on  its  scientific 
merit,  qualifications,  experience 
and  productivity  of  the  investiga- 
tor, the  facilities  available  and  the 


relationship  of  the  research  to  the 
cause,  cure,  treatment  and/or 
prevention  of  diabetes  mellitus 
and  its  complications. 

To  obtain  an  application,  con- 
tact the  Grant  Administrator,  Ju- 
venile Diabetes  Foundation  Inter- 
national, 432  Park  Ave.  South, 
New  York,  NY  10016,  (212)  889- 
7575. 

AMA  launches  new  family 
practice  journal 

The  American  Medical  Associa- 
tion has  announced  plants  to  pub- 
lish a new  peer-reviewed  scientific 
journal,  the  Archives  of  Family 
Medicine.  It  is  the  first  new  scien- 
tific journal  launched  by  the  AMA 
in  65  years.  Archives  of  Family 
Medicine  will  provide  family  and 
general  practitioners  with  original 
clinical  and  laboratory  research  in 
family  medicine,  clinical  advances 
in  related  disciplines  and  practice 
information  in  the  form  of  review 
and  how-to  articles.  A pilot  issue 
will  be  published  in  September 
1992  and  November  1992,  with 
the  regular  monthly  issues  begin- 
ning in  January  1993. 

Artificial  smells  part  of 
childhood  memories 

A survey  of  989  people  by  Alan  R. 
Hirsch,  M.D.,  neurological  direc- 
tor of  the  Chicago-based  Smell 
and  Taste  Research  and  Treatment 
Foundation,  has  found  that  child- 
hood memories  of  the  smells  of 
the  countryside  and  pine  will 
soon  be  replaced  by  those  of  plas- 
tic and  airplane  fuel  as  America 


becomes  more  industrialized. 

According  to  the  study,  those 
born  between  the  years  of  1930 
and  1979,  now  ages  12  through  61, 
associate  their  childhood  years 
with  the  smells  of  plastic,  scented 
markers,  airplane  fuel,  vaporub, 
Sweet  Tarts  and  Playdough. 

Cataract  surgery  video 
available  to  physicians 

"Cataract  Surgery,"  a one-hour 
videotape  featuring  through-the- 
microscope  views  of  a patient's 
eye  as  the  lens  is  removed  and  a 
replacement  is  implanted,  is  now 
available  from  WHYY-TV  in 
Philadelphia.  Physicians  may  use 
the  video  as  an  introduction  for 
patients  facing  cataract  surgery. 
The  video  contains  three-dimen- 
sional computer  animation  that 
explains  eye  anatomy  and  how 
humans  see.  The  video  is  $19.95 
plus  $2.50  for  shipping.  To  order, 
write  WHYY-TV,  attn:  Linda 
Milburn,  150  N.  6th  St.,  Philadel- 
phia, PA  19106. 

Catalog  of  health  and  medical 
films  available 

The  1991/1992  Catalog  of  Entries  of 
the  John  Muir  Medical  Film  Festival 
is  available  to  professionals  pro- 
ducing or  using  audiovisuals  for 
health  and  medical  education. 

The  76-page  catalog  lists  more 
than  600  films,  videos  and  interac- 
tive media  entered  in  the  festival's 
1990  competition  held  in  October. 
To  order  the  1991/1992  catalog, 
call  (415)  947-5303.  □ 


916 


INDIANA  MEDICINE/December  1991 


INDIANA . . . 


you’re  in  for  a great  time. 

Explore  the  excellent  private  family  practice 
opportunities  in  scenic  Indiana. 

1274  - Solo  or  group  practice  located  near  Louisville,  Kentucky. 
1248  - Solo  with  cross  coverage  located  in  a historic  southern 
Indiana  community. 

1321  - Solo  practice  in  historic  river  town  on  the  Ohio  River. 
1393  - Metropolitan  setting  with  office  across  the  street  from 
234'bed  hospital. 

1398  - Rural  setting  near  great  outdoor  recreation  area. 

1399  - Busy  practice  in  town  of  6,000  - OB  is  optional. 

1402  - Group  of  four  seek  a fifth  partner  due  to  increased  demand. 


For  further  information  on  any  of  these  opportunities, 
call  Marcia  Schroeder  at  1 (800)  626- 1857,  ext.  230. 


FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  HEALTH  PROFESSIONS 
COLLECT 
(317)  848-5830 


■ people 


Dr.  Richard  T.  Miyamoto,  an 

Indianapolis  otolaryngologist- 
head  and  neck  surgeon,  received 
the  Honor  Award  at  the  annual 
meeting  of  the  American  Acad- 
emy of  Otolaryngology-Head  and 
Neck  Surgery.  The  award  recog- 
nizes those  who  have  contributed 
service  to  the  academy  without 
remuneration. 

Dr.  J.  William  Bremer,  a 
Lafayette  otolaryngologist,  was 
named  a fellow  of  the  American 
College  of  Surgeons. 

Dr.  John  H.  Abrams,  an  In- 
dianapolis ophthalmologist,  pre- 
sented a program  on  "The  Art  of 
Ophthalmoscopy"  at  the  annual 
meeting  of  the  Indiana  Academy 
of  Physicians  Assistants. 

Several  physicians  from  the 
Indiana  Hand  Center  in  India- 
napolis participated  in  the  annual 
meeting  of  the  American  Society 
for  Surgery  of  the  Hand.  Dr. 
James  W.  Strickland  authored 
two  scientific  papers  presented  at 
the  meeting,  "Arthrodesis  of  the 
Proximal  Interphalangeal  Joint  of 
the  Finger:  Comparison  of  the 
Use  of  the  Herbert  Screw"  and 
"The  Hypothenar  Fat  Pad  Flap  for 
Recalcitrant  Carpal  Tunnel  Syn- 
drome," a paper  co-authored  by 
Dr.  Richard  S.  Idler.  Dr.  William 
B.  Kleinman  was  chairman  of  the 
annual  program  committee,  co- 
authored a paper  on  "The  Trans- 
verse Radio-Ulnar  Sensory  Branch 
from  the  Dorsal  Sensory  Ulnar 
Nerve:  Its  Clinical  and  Anatomi- 
cal Significance"  and  participated 
in  an  instructional  course  on  "In- 
stability Patterns  in  the  Wrist: 
Anatomy,  Pathomechanics  and 
Surgical  Reconstruction."  Dr. 
James  B.  Steichen  presented  a 
paper  on  "Clinical  Results  of  Ves- 
sel Repair  by  the  3-M  Mechanical 
Coupling  Device."  Dr.  Hill 
Hastings  II  was  involved  in  four 


Physician  Recognition  Award  recipients 

The  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
acceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


Amodio,  Frank  }.,  Evansville 
Baker,  George  L.,  Evansville 
Bicalho,  Jose  F.,  Merrillville 
Boling,  Grover  C.,  Indianapolis 
Brooks,  Larry  E.,  Seymour 
Caputi,  Saverio,  Greenwood 
Culpepper,  Judith  A.,  Indianapolis 
Cummings,  John  T.,  Indianapolis 
Dahling,  Fred  W.,  New  Haven 
Dietz,  David  J.,  Muncie 
Ferry,  Francis  A.,  Indianapolis 
Foster,  Lowell  G.,  Indianapolis 
Gabriel,  Magdi,  Mishawaka 
Guthrie,  James  U.,  Peru 
Haslitt,  Joseph  H.,  Muncie 
Healey,  Diane  W.,  Carmel 
Herrell,  Michael  A.,  Evansville 
Ho,  Gloria  R.,  Riley 
House,  Jerry  L.,  Indianapolis 
Johnson,  John  C.,  Valparaiso 

scientific  presentations  and  par- 
ticipated in  an  instructional  course 
on  "Fractures  of  the  Distal  Ra- 
dius." Dr.  Thomas  J.  Fischer  co- 
authored a paper  on  "Lunate  De- 
compression vs.  Proximal  Row 
Carpectomy  for  Kienbock's  Dis- 
ease" along  with  Dr.  Hastings  and 
Dr.  Idler. 

Dr.  Mark  L.  Dyken,  professor 
and  chairman  of  the  Department 
of  Neurology  at  the  Indiana  Uni- 
versity School  of  Medicine,  has 
been  named  editor-in-chief  of 
Stroke.  He  will  serve  a five-year 
term  as  editor. 

Dr.  J.C.  Bacala,  a Scottsburg 
general  practitioner,  was  declared 
poet  laureate  of  Indiana  at  the 
convention  of  the  Indiana  State 


Koo,  Young  S.,  Hammond 
Liffick, Thomas  F.,  Evasville 
Marnocha,  Kenneth  E.,  Indianapolis 
Moayad,  Cyrus,  Valparaiso 
O'Brien  Plascak,  Marianne,  Rensselaer 
Ochsner,  Edward  C.,  Danville 
Penkava,  Robert  R.,  Evansville 
Plank,  Richard  S.,  Michigan  City 
Poulos,  James  T.,  Lafayette 
Price,  Robert  W.,  Bristol 
Ray,  Alan  S.,  Anderson 
Roush,  Steven  E.,  Bluffton 
Sankey,  Peggy  L.,  Rockville 
Schneider,  Philip  A.,  South  Bend 
Stapp,  Emily  J.,  Jeffersonville 
Steinem,  Joseph  L.,  Connersville 
Sugarman,  Donald  R.,  Fort  Wayne 
Ungemach,  Willo  F.,  Fort  Wayne 
Wagner,  Virginia  M.,  Indianapolis 
Warren,  Robert  J.,  Richmond 
Zale,  Douglas  A.,  Chesterton  J 


Federation  of  Poetry  Clubs.  He  is 
editor  of  The  Quill,  a poetry  quar- 
terly, and  has  written  14  volumes 
of  poetry. 

Dr.  Robert  E.  Rogers  of 

Carmel  was  elected  vice  chairman 
of  the  Army  (retired)  Section  of 
the  American  College  of  Obstetri- 
cians and  Gynecologists. 

Dr.  Thomas  C.  Dugan  of  In- 
dianapolis was  certified  in  radia- 
tion oncology  by  the  American 
Board  of  Radiology. 

Drs.  Thomas  j.  Fox  and  Tho- 
mas A.  Sonderman  of  Columbus 
have  been  named  diplomates  of 
the  American  Board  of  Emergency 
Medicine. 

Dr.  Dennis  E.  Stone  of  Co- 
lumbus has  been  certified  in  geri- 
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people 


atric  medicine. 

Dr.  Patricia  Harper,  an  India- 
napolis radiologist,  was  elected 
president  of  the  Indiana  Division 
of  the  American  Cancer  Society, 
and  Dr.  William  E.  Weber,  a 
Bloomington  plastic  surgeon,  was 
chosen  president-elect.  Volunteer 
Dr.  Kenneth  Marnocha,  an  India- 
napolis radiologist,  received  the 
president's  award,  and  volunteer 
Dr.  Mike  Wiemann,  an  India- 
napolis oncologist,  received  the 
expanding  our  presence  award. 

Dr.  Newell  O.  Pugh  of  India- 
napolis was  named  a fellow  of  the 
American  College  of  Radiology. 

Dr.  A.  Alan  Fischer  of  India- 
napolis was  appointed  to  the 
board  of  directors  of  the  Central 
Indiana  Council  on  Aging. 

Dr.  Randolph  A.  Lievertz  has 
joined  the  staff  of  the  Indianapolis 
Medical  Group. 

Dr.  N.  Stacy  Lankford,  an 
Elkhart  urologic  and  genitouri- 
nary surgeon,  spent  two  weeks  in 
Russia  meeting  with  medical  offi- 
cials and  observing  health  care 
facilities  in  Moscow  and 
Leningrad.  His  trip  was  arranged 
by  the  American  Center  for  Inter- 
national Leadership  and  the 
Friendship  Society. 

Drs.  Jack  L.  Walters  and 
Hugh  K.  Andrews,  partners  in  a 
Franklin  family  practice  since 
1979,  have  retired.  Dr.  Walters 
opened  a practice  in  Franklin  in 
1956,  and  Dr.  Andrews  began 
practicing  in  Franklin  in  1957. 

Dr.  Richard  P.  Gripe,  a 
Lafayette  cardiologist,  has  re- 
ceived the  Laureate  Award  from 
the  Indiana  Chapter  of  the  Ameri- 
can College  of  Physicians,  the 
highest  recognition  the  organiza- 
tion bestows. 

New  ISMA  members 

Roger  G.  Bangs,  M.D.,  Lafayette, 


general  surgery. 

David  A.  Belvedere,  M.D., 
Fort  Wayne,  cardiovascular  dis- 
eases. 

John  A.  Bolinger,  D O.,  Terre 
Haute,  internal  medicine. 

Susan  E.  Bradford,  M.D., 
Vincennes,  anatomic/clinical  pa- 
thology. 

Nancy  A.  Branyas,  M.D.,  In- 
dianapolis, cardiovascular  dis- 
eases. 

Arnold  S.  Brill,  M.D.,  Fort 
Wayne,  general  surgery. 

Edward  B.  Brockman,  M.D., 
Jeffersonville,  ophthalmology. 

Charles  M.  Brohm,  M.D., 
Jasper,  anesthesiology. 

Lawrence  M.  Cohen,  M.D., 
Indianapolis,  family  practice. 

William  H.  Dukes,  M.D., 
Corydon,  family  practice. 

Peter  K.  Eckel,  M.D.,  New 
Castle,  anesthesiology. 

Kathryn  B.  Einhaus,  M.D., 
Fort  Wayne,  obstetrics  and  gyne- 
cology. 

Larry  P.  Griffin,  M.D.,  India- 
napolis, obstetrics  and  gynecol- 
ogy- 

Cooper  R.  Gundry,  M.D., 
Indianapolis,  radiology. 

Mark  S.  Hazen,  M.D.,  Fort 
Wayne,  cardiovascular  diseases. 

Kenneth  B.  Heithoff,  M.D., 
Indianapolis,  radiology. 

Hugh  L.  Hennis  III,  M.D., 
Indianapolis,  ophthalmology. 

Douglas  J.  Kaderabek,  M.D., 
Indianapolis,  general  surgery. 

Ronald  G.  Kearschner,  M.D., 
Salem,  family  practice. 

James  J.  Kluzinski,  M.D., 
Indianapolis,  family  practice. 

Louis  J.  Knoble,  M.D.,  Fort 
Wayne,  anesthesiology. 

Leanne  S.  Lake,  M.D., 
Greensburg,  family  practice. 

David  C.  Laux,  M.D., 
Danville,  family  practice. 

Michael  H.  Levine,  M.D., 


Indianapolis,  neurology. 

Mary  Nan  S.  Mallory,  M.D., 
Corydon,  emergency  medicine. 

Robert  A.  McCardle,  M.D., 
Cloverdale,  family  practice. 

Jeffrey  B.  McIntosh,  M.D., 
Lafayette,  orthopaedic  surgery. 

Djavad  Mollabashy,  M.F)., 
Terre  Haute,  anesthesiology. 

Richard  M.  Moss,  M.D.,  Jas- 
per, otolaryngology. 

Joseph  H.  Munning,  M.D., 
Jasper,  internal  medicine. 

Chris  C.  Naum,  M.D.,  India- 
napolis, pulmonary  diseases. 

Renu  R.  Pandya,  M.D., 
Lafayette,  psychiatry. 

Thomas  F.  Peters,  M.D.,  In- 
dianapolis, cardiovascular  dis- 
eases. 

Matthew  L.  Powers,  M.D., 
Indianapolis,  diagnostic  radiology. 

Charles  F.  Presti,  M.D.,  Fort 
Wayne,  cardiovascular  diseases. 

Robert  M.  Shuman,  M.D., 
South  Bend,  child  neurology. 

Donald  G.  Smith  Jr.,  M.D., 
Wabash,  family  practice. 

Barbara  A.  Smythe,  M.D., 
Indianapolis,  ophthalmology. 

Bruce  M.  Sterman,  M.D.,  In- 
dianapolis, otolaryngology. 

Randall  L.  Stevens,  M.D., 
Terre  Haute,  family  practice. 

Caryn  M.  Vogel,  M.D.,  India- 
napolis, neurology. 

Betty  L.  Walsman,  M.D.,  In- 
dianapolis, neonatal-perinatal 
medicine. 

Steven  L.  Wise,  M.D.,  India- 
napolis, allergy  and  immunology. 

Residents 

Gregory  E.  Buck,  M.D.,  South 
Bend,  family  practice. 

Paul  A.  Conrad,  M.D.,  Fish- 
ers, otolaryngology. 

Grant  W.  Heinz,  M.D.,  India- 
napolis, ophthalmology.  □ 


NDIANA  MEDICINE/December  1991 


919 


■ obituaries 


Josephine  F.  Murphy,  M.D. 

Dr.  Murphy,  81,  a retired  South 
Bend  family  practitioner,  died 
Oct.  16  at  St.  Joseph's  Medical 
Center  in  South  Bend. 

She  was  a 1936  graduate  of 
the  Indiana  University  School  of 
Medicine  and  also  graduated  from 
Purdue  University's  School  of 
Pharmacy. 

Dr.  Murphy  delivered  more 
than  6,000  babies  during  her  37 
years  of  practice.  She  had  served 
as  physician  for  Camp  Millhouse, 
Circle  of  Mercy  Day  Nursery  and 
the  former  well-baby  clinic  of  the 
Visiting  Nurse  Association  and 
was  a board  member  for  Camp 
Fire  Girls.  She  retired  in  1973. 

J.  Paxton  Powell,  M.D. 

Dr.  Powell,  78,  a former  Marion 
general  surgeon,  died  Oct.  16  in 
Boswell  Hospital  in  Sun  City, 

Ariz. 

He  was  a 1942  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Powell  was  a general  sur- 
geon in  Marion  for  36  years  before 
retiring  in  1981.  He  was  a fellow 


of  the  American  College  of  Sur- 
geons and  the  International  Col- 
lege of  Surgeons. 

Katherine  K.  Rice,  M.D. 

Dr.  Rice,  84,  a retired  South  Bend 
psychiatrist,  died  Oct.  5 at  Memo- 
rial Hospital  in  South  Bend. 

She  was  a 1941  graduate  of 
Johns  Hopkins  University  School 
of  Medicine. 

Dr.  Rice,  who  was  born  in 
Bisttingen,  Germany,  practiced  in 
South  Bend  since  1961. 

Ronald  D.  Roberts,  M.D. 

Dr.  Roberts,  46,  a Columbus,  Ind., 
pulmonary  disease  specialist,  died 
Oct.  14  at  his  home. 

He  was  a 1974  graduate  of  the 
Medical  College  of  Ohio  in  To- 
ledo, which  presented  him  the 
Upjohn  Achievement  Award  in 
1974.  He  was  a U.S.  Army  vet- 
eran. 

Dr.  Roberts  had  held  several 
positions  at  Bartholomew  County 
Hospital  including  chief  of  the 
department  of  medicine  and  chief 
of  the  medical  staff.  He  was  a 
fellow  of  the  American  College  of 


Chest  Physicians  and  a member  of 
the  American  Thoracic  Society,  the 
American  College  of  Physicians 
and  the  Indiana  Thoracic  Society. 
He  was  certified  by  the  National 
Board  of  Medical  Examiners  and 
the  American  Board  of  Internal 
Medicine. 

Jack  M.  Troy,  M.D. 

Dr.  Troy,  74,  a Beverly  Shores 
pediatrician,  died  Oct.  6 at  North- 
western Memorial  Hospital  in 
Chicago. 

He  was  a 1942  graduate  of  the 
St.  Louis  University  School  of 
Medicine  and  a veteran  of  World 
War  II. 

Dr.  Troy  had  been  a pediatri- 
cian at  the  Whiting  Clinic  since 
1948  and  was  a physician  for  the 
Special  Olympics  in  South  Bend. 

He  was  on  the  staffs  of  St.  Marg- 
aret, St.  Catherine,  Munster  Com- 
munity and  Children's  Memorial 
hospitals.  He  was  a member  of 
the  Hammond  Pollution  Control 
Board,  the  Environmental  Health 
Committee  of  America  and  the 
American  Academy  of  Pediatrics.  □ 
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They  are  active,  vibrant,  involved  people 
who  really  enjoy  living.  Independent  and 

resourceful,  they  are  young  at  

heart  and  want  to  get  the  most 
out  of  life.  I 

Active  Lifestyle 

At  Summer  Trace  Retirement  \ f - 
Communities,  we've  created  a 
comprehensive  senior  adult  ^ 

life-style  that  offers  a variety  jL  ^ * 
of  personal  services  and  \ 

amenities  within  an  active,  stimulating 
environment  that  emphasizes  personal 
independence  and  security. 

Variety  of  Apartments 

Independent  living  options  in  , 

studio,  one  and  two  bedroom  ^ A 

apartments  are  available.  For 

those  in  need,  a full  service 

health  care  center,  for 

rehabilitation,  short  and  long  A 

term  stays,  is  also  available. 


IF  juj 


RETIREMENT 

COMMUNITIES 


Tell  Someone  You  Know 

If  you  have  patients  that  are  part  of  the 
Seventy-Plus  Generation,  you  might 
suggest  they  take  a look  at  one  of  their 
more  interesting  and  stimulating  life-style 
options,  and... 

COME  live  WITH  US! 

Call  (317)  848-2448 


Independent  Apartments  • Health  Care  Center 
12999  N.  Pennsylvania,  Carmel,  IN  46032 


YES!  I would  like. . . 

□ To  schedule  an  appointment  to  visit 

□ To  be  called  with  more  details 

□ More  information  mailed  to  me 

Name: 

Address: 

City/State/Zip: 

Phone:  ( ) 

Please  return  to:  Summer  Trace  Retirement  Communities 

12999  N.  Pennsylvania.  Carmel.  IN  46032 

IM  1291 


"...Your  financial  security 
specialists  are  on  call" 


We  understand  a physician's  insurance 
deserves  specialized  attention.  Our  services  are 
designed  with  the  physician  in  mind. 

Working  with  American  Physicians  Life  and 
Lincoln  National  Life,  we  have  available  a 
comprehensive  portfolio  of  insurance  products. 
These  products  include  life  insurance,  professional 
disability  income  coverage,  business  overhead 
expense,  qualified  pension  plans,  tax-deferred 
annuities,  hospitalization-major  medical,  dental, 
and  long  term  care  insurance.  The  products  can  be 
customized  to  meet  your  personal  needs  as  well 
as  those  of  your  professional  corporation. 

Affiliated  Physicians  Services,  Inc.  will 
assist  you  with  your  insurance  needs.  That's 
our  specialty! ! ! 


Endorsed  by  the 

Indiana  State  Medical  Association 


& 


AMERICAN  PHYSICIANS  LIFE 


□LINCOLN 
NATIONAL 
LIFE 

WE’RE  EASY  TO  REMEMBER 

For  more  information  contact: 

Earl  W.  Williams 

Professional  Account  Representative 
1 1595  North  Meridian  Street,  Suite  802 
Carmel,  IN  46032 
(317)  573-6520 
1 -800-42 1 -3020 
(317)  573-6524  FAX 
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Index  to  Indiana  Medicine 
volume  84 

January  through  December  1991 


MONTH 

PAGES 

January 

1-96 

February 

97-160 

March 

161-236 

April 

237-308 

May 

309-384 

June 

385-456 

July 

457-524 

August 

525-596 

September 

597-680 

October 

681-772 

November 

773-852 

December 

853-932 

SCIENTIFIC  CONTRIBUTIONS: 


A 

The  accuracy  of  preoperative  staging  for 
surgically  resected  laryngeal  cancer 

(Speer,  Chua) 180 

Andrology:  The  study  of  male  fertility 

(Rubin) 118 

B 

Barium  enema  use  in  Indiana 

(Rex,  Lappas,  Maglinte,  Kelvin,  Smith) 398 

C 

Cardiac  rehabilitation  services:  Is  there  a case  for  it? 

(Ben-Ari) 872 

Childhood  retroperitoneal  fibrosis 

associated  with  a horseshoe  kidney:  A case  report 

(Smith,  Watson,  Walker,  Zimmer) 254 

Chondroid  chordoma:  Case  report  and  literature 
review 

(Watson,  Smith)  18 

Clinical  use  of  interleukin-2  in  treating  cancer 

(Patterson,  Wiemann) 534 

Clozapine:  A novel  antipsychotic  with  a 
controversial  introduction 

(Ogle,  Miller) 606 

Conservative  treatment  of  genu  valgus 
and  varum  with  medial/lateral  heel  wedges 

(Wolfe,  Brueckmann) 614 

Coumadin  skin  necrosis  in  a patient  with  a free 
protein  S deficiency:  Case  report  and  literature 
review 

(Berkompas) 788 

V 
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Cumulative  trauma  disorders:  Current 
concepts  in  management 

(Idler,  Fischer,  Creighton) 328 

Current  status  of  immediate  breast  reconstruction 


(Linderman) 186 

D 

Death  occurring  within  one  week  of  cardiac 
transplantation:  Findings  in  eight  patients 

(Helmuth,  Strate,  Waller,  Stevens,  Halbrook) 480 

The  do-not-resuscitate  decision  as  an  advance 
rather  than  terminal  decision 

(Keffer  M„  Keffer  H.) 22 

E 

The  effect  of  radon  on  human  health 

(Perry) 688 

Endoscopic  detection  of  a tiny  cecal  ulcer 
containing  carcinoma  in-situ 

(Rex,  Broadie,  Hull) 692 


F 

Factors  in  the  diagnostic  delays  of  small  bowel 
malignancy 

(Maglinte,  Chernish,  Bessette, 


O'Connor,  Kelvin) 392 

Fishing  for  a diagnosis 

(Pauszek) 1 16 


G 

Gastric  infarction:  A case  report 

(Cronen,  Larson) 876 
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H 

Hand  Clinic: 

Osteoarthritis  of  the  distal  interphalangeal  joint 


(Idler,  Strickland,  Creighton) 26 

Pronator  syndrome 

(Idler,  Strickland,  Creighton) 124 

Anterior  interosseous  nerve  palsy 
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■ drug  names 


Look-alike 


and  sound-alike  drug  names 


Benjamin  Teplitsky,  R.  Ph. 
Brooklyn,  N.Y. 


VONTROL 

VOLTAREN 

Category: 

Emetic 

Nonsteroidal  anti- 
inflammatory agent 

Brand  name: 

Vontrol,  SKF 

Voltaren,  Geigy 

Generic  name: 

Diphenidol 

Diclofenac  sodium 

Dosage  forms: 

Tablets 

Tablets 

VISINE 

VISKEN 

Category: 

Topical  ocular 

Beta-adrenergic  blocking 

decongestant 

agent 

Brand  name: 

Visine  Eye  Drops, 
Leeming 

Visken,  Sandoz 

Generic  name: 

Tetrahydrozoline  T1C1 

Pindolol 

Dosage  forms: 

Ophthalmic  sol. 

Tablets 

I_/ook-alike  and  sound-alike 
drug  names  can  be  misinterpreted 
by  a nurse  reading  doctors'  orders 
or  by  a pharmacist  compounding 
physicians'  prescriptions. 

Such  misunderstandings  can 
result  in  the  administration  of  a 
drug  not  intended  by  the  pre- 
scriber.  Awareness  of  such  look- 
alike  and  sound-alike  drug  names 
can  reduce  potential  errors.  □ 


This  publication  is  available  in  microform. 
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“ Being  a patient  advocate  is  what  being  a physician  is  all  about.” 

Dr.  Kevin  Fullin,  Cardiologist,  Kenosha,  Wisconsin,  Member,  American  Medical  Association 


Why  would  a cardiologist  get  involved  in  the  issue 
of  family  violence?  Perhaps,  because  what  he  saw 
simply  cried  out  for  action. 

“Fully  a third  of  all  women’s  injuries  coming  into 
our  emergency  rooms  are  no  accident  ,”  says  Dr.  Fullin. 

While  others  were  content  to  downplay  the  issue 
of  family  violence,  Dr.  Fullin  would  not.  He  petitioned 
state  officials,  and  through  his  efforts  the  first  Domestic 
Violence  Advocate  Program  in  his  state  was  created. 

“Organized  medicine  must  serve  as  an  advocate 
for  patients,”  stressed  Dr.  Fullin. 

The  American  Medical  Association  (AMA)  couldn’t 


agree  more.  We’re  committed  to  focusing  physician 
attention  on  the  issue  of  family  violence. 

You  are  invited  to  join  Dr.  Fullin  and  to  join  with 
him  in  his  efforts  to  bring  quality  health  care  to  those  in 
need.  Become  a member  of  the  American  Medical 
Association  today. 

Members  of  the  AMA  are  encouraged  to  join  their  state,  county  and  specialty  societies. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


t 
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PRACTICE  OPPORTUNITY  - Success- 
ful independent  medical  examiner 
practice  with  extensive  referral 
listings  and  with  transition  assis- 
tance and  training.  Available  fall 
1992.  Call  (317)  872-0534. 

INTERNISTS,  PEDIATRICIANS,  FAMILY 
PRACTICE  PHYSICIANS  - Outstand- 
ing practice  opportunity  in  one  of 
the  most  attractive  locations  in  the 
Midwest  - Goshen,  Ind.  Located 
in  north  central  Indiana,  Goshen  is 
bordered  by  hundreds  of  sparkling 
lakes,  great  for  sailing  or  skiing 
enthusiasts;  numerous  wooded 
parks;  and  unspoiled  rolling  coun- 
tryside. Its  proximity  to  South  Bend, 
home  of  the  University  of  Notre 
Dame,  provides  a wide  spectrum 
of  spectator  sports,  quality  con- 
certs, theater  and  fine  dining. 
Goshen  College  embodies  the 
community's  commitment  to  qual- 
ity education  that  makes  its  pri- 
mary and  secondary  schools 
among  the  best  in  the  state.  A 
strong  economy  (Goshen's  manu- 
facturing employment  growth  was 
ranked  16th  in  the  nation  by 
American  Demographics)  helps 
ensure  a quality  lifestyle.  A recep- 
tive medical  staff  supports  this 
recruitment  and  will  provide  excel- 
lent call  and  coverage.  For  more 
information,  call  or  write  Rick 
Addis,  Goshen  General  Hospital, 
P.O.  Box  139,  Goshen,  IN  46526; 
hospital,  1-800-258-4321,  or  home, 
(219)  533-8311. 

INDIANA  YOUTH  CENTER  in 

Plainfield  has  employment  for  phy- 
sicians, LPNs,  RNs  and  dental  assis- 
tants. Pay  is  competitive.  Benefits 
are  exceptional.  Call  personnel 
office  at  (317)  839-2513,  ext.  1419 
or  1209. 

A CENTRAL  INDIANA  COMPANY 

providing  health  promotion  and 
occupational  medicine  services  is 
seeking  to  expand  its  occupa- 
tional medicine  program  and  has 
a position  available  for  BC/BE  oc- 
cupational medicine  physician  or 
an  internal  medicine  physician. 
Unique  opportunity  and  excellent 


potential  for  growth.  Please  send 
C.V,  to  Physician  Search,  P.O.  Box 
44100,  Indianapolis,  IN  46204. 

SUBLEASE  OFFICE  in  Regency  Cen- 
tre near  Community  North  Hospital 
in  Indianapolis.  FOR  SALE:  Spirom- 
eter, $2,525;  two  exam  tables/ 
storage  cabinets,  $525  each; 
Canon  copier,  $500;  breath  ana- 
lyzer, $950.  Negotiable.  (317)251- 
6259. 

FOR  SALE:  Abbott  Vision  Machine, 
three  years  old.  $5,000  or  best 
offer.  Call  A.  Kenny,  M.D.,  or  M.D. 
Sixbey,  (317)  472-5335. 

FOR  SALE:  Refurbished  medical 
equipment.  Hewlett-Packard 
heart  monitors,  defibrillators  and 
printouts.  Ohio  anesthesia  ma- 
chines. Electrosurgical  units.  OR 
and  exam  lights.  One  electric  and 
one  hydraulic  table.  Coulter 
counter,  CBC-4  with  hemoglobin, 
in  original  box.  Microhemacrits. 
Scrub  sinks.  Wheelchairs.  Full  hu- 
man articulated  instructional  skel- 
eton. Infant  Toledo  scale.  Ultra- 
sonic instrument  cleaner,  warranty. 
Elbow  and  knee  hydrotherapy  tub, 
complete.  Corometrics  fetal  moni- 
tor, 112.  Hydraulic  gurney.  S.S. 
narcotic  cabinet.  Adjustable 
exam  or  OR  chair.  Lifepak-4. 

Picker  Echoview,  80c.  X-ray  view 
boxes.  Mennen  Greatbach  ECG 
with  monitors  and  defib.  Call  or 
write  Bernard  Medical  Resources, 
1555  Dixie  Highway,  Covington,  KY 
4101 1, (606)  581-5205. 

A PUBLIC  SECTOR  OPPORTUNITY 
FOR  PSYCHIATRISTS  - Here  is  an 
opportunity  to  show  that  psychia- 
try has  not  "abandoned"  the  pub- 
lic sector  or  the  chronic  mentally 
ill.  Midtown  Mental  Health  Center 
is  seeking  full-time  or  part-time 
psychiatrists  to  treat  Midtown 
catchment  area  inpatients  at  Cen- 
tral State  Hospital.  The  duties  also 
involve  teaching,  and  these  would 
be  full-  or  part-time  clinical  faculty 
positions  within  the  Indiana  Univer- 
sity Department  of  Psychiatry. 
Contact  Alan  Schmetzer,  M.D.,  at 


(317)  630-8800,  or  Hugh  C.  Hendrie, 
M.B.,  Ch.B.,  at  (317)  274-4012,  for 
further  information.  Indiana  Univer- 
sity is  an  equal  opportunity/affir- 
mative action  employer/contrac- 
tor, male/female. 

INDIANA  - CARDIOLOGIST:  Dy- 
namic, two-member  cardiology 
practice  in  Columbus,  southern 
Indiana's  most  progressive  city, 
seeks  a BE/BC  non-invasive/ 
invasive  cardiologist.  Candidates 
for  this  unique  opportunity  will  be 
well-versed  in  all  non-invasive  pro- 
cedures, including  cardiac 
catheterization,  which  are  per- 
formed locally  at  a progressive, 
325-bed  regional  referral  center. 
Columbus  is  nationally  known  as 
the  "Architectural  Showplace  of 
America."  Contact  Donna 
McMahel,  1-800-626-1857. 

FAMILY  PRACTICE,  OB-GYN,  INTER- 
NAL MEDICINE  AND  URGENT  CARE 

positions  are  available  in  a variety 
of  settings  from  Central  Michigan, 
through  Illinois  and  Wisconsin,  to 
the  rolling  plains  of  Kansas.  Single 
or  mulfi-specialty  groups,  or  solo 
with  generous  call  coverage,  or 
faculty  FP.  Attractive  guarantees 
and  benefits.  For  more  informa- 
tion, please  contact  our  toll-free 
number,  1-800-243-4353,  or  send 
your  C.V.  to  STRELCHECK  & ASSO- 
CIATES, INC.,  10624  N.  Port  Wash- 
ington Road,  Mequon,  Wl  53092. 

ARE  YOU  SEEKING  A POSITION  in 

neonatology,  orthopaedics,  der- 
matology, allergy,  radiology, 
oncology,  neurosurgery  or 
rheumatology?  We  have  positions 
available  in  Ohio,  Missouri,  Wiscon- 
sin and  Nebraska.  Attractive  guar- 
antees and  benefit  packages. 
Single-  or  multi-specialty  groups. 

To  discuss  your  practice  prefer- 
ences and  these  opportunities, 
please  call  our  toll-free  number,  1- 
800-243-4353  or  send  your  C.V.  to 
STRELCHECK  & ASSOCIATES,  INC.. 
10624  N.  Port  Washington  Road, 
Mequon,  Wl  53092. 
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FOR  SALE:  Bantam  Bovie,  universal 
centrifuge.  Pelton  Crane  sterilizer. 
Mayo  stand.  Exam  tables,  etc. 
(812)  738-2424. 

PRO-LIFE  OBSTETRICS  AND  GYNE- 
COLOGY group  seeks  a third  asso- 
ciate for  a rapidly  expanding 
practice.  Retirement  of  three  OB/ 
GYNs  within  18  months  has  cre- 
ated a dramatic  need  for  expan- 
sion in  this  specialty.  Take  advan- 
tage of  the  recreational  possibili- 
ties of  nearby  Michigan  while  en- 
joying the  professional  advantages 
of  practice  in  Indiana.  Call  or 
write  Jeffrey  L.  Cain,  M.D.,  West 
Side  Obstetrics  & Gynecology, 

P.C.,  Elkhart,  IN  46514,  (219)  293- 
6999. 

EASTERN  ILLINOIS  - Family  practice. 
Ground-floor  opportunity  to  start  3- 
4 physician  group  or  join  45-physi- 
cian multi-specialty  group.  Good 
call  coverage  in  both  situations. 
Three-year  net  guarantee  totalling 
$375,000  includes  malpractice, 
office  expenses,  staff,  manage- 
ment, etc.  Additional  $10,000  per 
year  for  board  certification.  Half- 
hour  from  Big  10  university.  Con- 
tact Bob  Suleski  or  Lee  Fivenson,  1- 
800-338-7107. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 
exist  both  within  and  outside  Indi- 
ana. Call  Patti  Quiring  at  work, 
(317)  841-7575,  or  at  home,  (317) 
823-4746.  Patti  is  a physician  re- 
cruiter for  Quiring  Associates,  an 
executive  search  firm  headquar- 
tered in  Indianapolis. 


REAL  ESTATE  - Exclusive  30-acre 
site.  720  feet  of  Lake  Michigan 
non-eroding  beach  frontage  X 
approximately  1 ,800  feet  deep. 
Ideal  for  medical  retreat  or  asso- 
ciation compound.  Set  up  and 
approved  to  accommodate  eight 
estate-sized  sites  if  interested  in 
subdividing.  Can  have  private 
gated  entry.  $2,500,000.  Two  3/4 
hours  from  Chicago.  One  1/4 
hours  from  South  Bend.  Three  min- 
utes from  1-196/31  Expressway  at 
South  Haven,  Mich.  For  informa- 
tion, call  (219)  291-9717  or  write 
Joe  Hickey,  1313  Erskine  Manor  Hill, 
South  Bend,  IN  46614.  This  is  a first- 
time offering. 

FOR  SALE  - One  new,  unused 
Dupont  Analyst  bench-top  chemis- 
try system.  Includes  lipid  rotator, 
dilutor  and  operator's  manual. 

Call  (317)  293-7575  - daytime,  9:30 
a.m.  to  5 p.m.,  except  Wednes- 
day, or  (317)  251-5212  after  6 p.m. 

GENERAL  INTERNIST  - BC/BE.  To 
join  a busy  five-man  practice  with 
special  interest  in  hospital  intensive 
care,  plus  consultative  and  primary 
care  practice  in  the  Indianapolis 
area.  Will  offer  partnership.  Reply 
to  Box  19616,  Indianapolis,  IN 
46219. 

POSITION  AVAILABLE  with  thriving 
three-clinic  urgency  care  corpora- 
tion. Practice  heavily  emphasizing 
industrial,  sports  medicine  and 
wellness  programs.  Regular  work 
week,  no  call.  Assistant  medical 
director  available.  Salary  and 
benefits  in  six  figures.  Contact  Dr. 
Dean  Elzey,  (219)  489-2772. 


EMERGENCY  MEDICINE  - Terre 
Haute,  Ind.  Local  multi-hospital 
group  seeking  full-time  career- 
oriented  emergency  physician  for 
position  in  small-  and  medium- 
volume  community  hospitals.  Flex- 
ible scheduling,  very  competitive 
compensation  package,  partner- 
ships available.  Send  CV  or  con- 
tact William  R.  Grannen,  Priority 
Health  Care,  P.C.,  7179  Lamplite 
Ct.,  Cincinnati,  OH  45244,  (513) 
231-0922. 

EMERGENCY  PHYSICIANS  WANTED  - 

For  Fayette  Memorial  Hospital  in 
Connersville,  Ind.  Will  consider  all 
physicians  with  emergency  medi- 
cine experience.  15,000  visits/year. 
Fee-for-service  group  does  its  own 
billing.  Hourly  compensation 
based  on  training,  experience  and 
qualifications.  Excellent  fringe 
benefit  package  includes,  life, 
health,  disability  and  malpractice 
insurance  plus  CME  allowance, 
ACEP  and  ISMA  dues,  pension 
plan  and  potential  bonus.  Con- 
tact Michael  D.  Bishop,  M.D., 
FACEP,  Emergency  Care  Physi- 
cians, 640  S.  Walker  St.,  Suite  A, 
Bloomington,  IN  47403,  (812)  333- 
2731. 

CENTRAL  INDIANA  - Physician- 
owned  emergency  group  accept- 
ing applications  for  full-time,  ca- 
reer-oriented emergency  physi- 
cians. Flexible  work  schedules  and 
excellent  benefit  package.  Part- 
time  and  directorship  positions  also 
available.  Send  CV  or  contact 
Midwest  Medical  Management, 
Inc.,  528  Turtle  Creek,  North  Drive, 
Suite  F-4,  Indianapolis,  IN  46227, 
(317)  783-7474.  □ 
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Coming  in  January  1992 

A new  era  for 

INDIANA  MEDICINE 

Beginning  in  January  1992,  Indiana  medicine 
will  change  the  focus  of  its  contents  and 
the  number  of  issues  published  annually. 
Articles  on  socioeconomic,  practice  man- 
agement, legal,  ethical,  financial  and  regu- 
latory topics  targeted  toward  practicing 
physicians  will  be  included.  The  journal 
will  be  published  bimonthly,  in  January, 
March,  May,  July,  September  and  Novem- 
bers, instead  of  monthly. 


Advertising  index 


American  Medical  Association 929 

Caylor-Nickel  Clinic 883 

Central  Pharmaceuticals 870 

Estridge  Corporation,  Paul 857 

Humana  Health  Care  Plans 866 

Lilly,  Eli  & Co 867 

Lincoln  National  Life 922 

Palisades  Pharmaceuticals 854 

Physicians'  Directory 893 

Physicians  Insurance  Co.  of  Indiana Cover 

Physician  Services  of  America 917 

Roche  Laboratories 859 

G.D.  Searle  and  Company Cover 

Summer  Trace  Retirement  Community 921 

University  Microfilms 928 

University  Place 871 

U.S.  Air  Force 917 

Van  Ausdall  + Farrar Cover 


Look  for  these  stories  in  the  January  1992 

issue: 

• An  interview  with  Ben  Lytle,  chairman 
of  the  Indiana  Commission  on  State 
Health  Policy 

• Avoiding  false  starts:  Keys  to  a suc- 
cessful new  practice 

• Friendly,  efficient  offices  set  trends  for 
1990s 

• A preview  of  the  1992  Indiana  General 
Assembly 


In  accepting  advertising  for  publication, 
Indiana  medicine  has  exercised  reasonable 
precaution  to  ensure  that  only  reputable, 
factual  advertisements  are  included.  How- 
ever, we  do  not  have  facilities  to  make 
comprehensive  or  complete  investigation, 
and  the  claims  made  by  advertisers  in  be- 
half of  goods,  services,  medicinal  prepara- 
tions, apparatus  or  physical  appliances  are 
to  be  regarded  as  those  of  the  advertisers 
only.  Neither  sanction  nor  endorsement  of 
such  is  warranted,  stated  or  implied  by  the 
association. 


Are  you  moving? 


If  so,  please  send  change  of  address  to  the  Indiana  State  Medical  Association,  Membership  Department,  322  Canal  Walk, 
Indianapolis,  IN  46202-3252,  at  least  six  weeks  before  you  move. 


Name: 

□ Home 

Address:  □ Office 

City: 

State: Zip: County: 

Office  phone: Home  phone: 

IMPORTANT  - Attach  mailing  label  from  your  last  copy  of  Indiana  medicine  here: 
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To  SEE  BEYOND 
THE  NEEDS  OF  TODAY... 


YOU  NEED  CALYX 

Calyx  provides  powerful  software 
solutions — written  to  manage  the 
changing  regulations  facing  the  modern 
medical  practice.  Easy  to  learn. 

Easy  to  use.  Easy  to  produce  results. 


A FLAGSHIP  COMPANY 

150  N.  Sunnyslope  Road,  Suite  375, 
Brookfield,  WI 53005 
Phone  (800)  558-2208 
Fax  (414)  782-3182 


Van  Ausdall  & Farrar,  a specialist  in 
medical  practice  automation  for  over 
75  years,  has  teamed  up  with  Calyx  to 
provide  the  total  solution  to  your  prac- 
tice's needs.  For  more  information 
call  (317)  634-2913.  ? Q / ;o 

- ^ 4.  IQ 


VanAusdall 
+ Farrar 


TOTAL  OFFICE 
AUTOMATION 


1214  North  Meridian  Street 
Indianapolis,  Indiana  46204 
Phone  (317)  634-2913 
Fax  (317)  638-1843 


TAINEI  R{ 1 EASE  CAPLETS 


The  recommended  starting  dose  for  Calan  SR  is  180  mg 
once  daily.  Dose  titration  will  be  required  in 
some  patients  to  achieve  blood  pressure  control. 

A lower  initial  starting  dosage  of  120  mg/day  may  be  warranted  in  some  patients 
(eg.  the  elderly,  patients  of  small  stature). 

Constipation,  which  is  easily  managed  in  most  patients,  is  the  most  commonly 
reported  side  effect  of  Calan  SR 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings ),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used  Verapamil  may  occasionally 
produce  hypotension  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation*  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I V verapamil  (or  digitalis)  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  1 st-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  oc  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring  Decreased  metoprolol  and  propranolol  clearance  may  occur 
when  either  drug  is  administered  concomitantly  with  verapamil  A variable  effect  has  been  seen 
with  combined  use  of  atenolol  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels 
by  50%  to  75%  during  the  first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of 
digitoxm.  The  digoxin  dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully 
monitored  Verapamil  will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure- 
lowering agents  Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
verapamil  administration.  Concomitant  use  of  flecaimde  and  verapamil  may  have  additive  effects 
on  myocardial  contractility,  AV  conduction,  and  repolarization  Combined  verapamil  and  quinidine 
therapy  in  patients  with  hypertrophic  cardiomyopathy  should  be  avoided,  since  significant 
hypotension  may  result.  Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of 
serum  lithium  levels  or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentrations  during  combined  use 
Rifampin  may  reduce  verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance 
Verapamil  may  increase  serum  levels  of  cyclosporin  Verapamil  may  inhibit  the  clearance  and 
increase  the  plasma  levels  of  theophylline.  Concomitant  use  of  inhalation  anesthetics  and  calcium 
antagonists  needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may 
potentiate  the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing),  dosage 
reduction  may  be  required  Adequate  animal  carcinogenicity  studies  have  not  been  performed 
One  study  in  rats  did  not  suggest  a tumorigemc  potential,  and  verapamil  was  not  mutagenic  in 
the  Ames  test  Pregnancy  Category  C There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed  Verapamil  is  excreted  in  breast  milk,  therefore,  nursing  should  be  discontinued  during 
verapamil  use 

Adverse  Reactions:  Constipation  (7  3%),  dizziness  (3  3%),  nausea  (2  7%),  hypotension  (2  5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/mm  (1.4%),  AV  block  total  1°,2°,3°  (1.2%),  2°  and  3°  (0  8%),  rash 
(12%),  flushing  (0.6%),  elevated  liver  enzymes,  reversible  non-obstructive  paralytic  ileus.  The 
following  reactions,  reported  in  1 0%  or  less  of  patients,  occurred  under  conditions  where  a 
causal  relationship  is  uncertain  angina  pectoris,  atrioventricular  dissociation,  chest  pain,  claudi- 
cation, myocardial  infarction,  palpitations,  purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth, 
gastrointestinal  distress,  gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  accident, 
confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  paresthesia,  psychotic  symptoms, 
shakiness,  somnolence,  arthralgia  and  rash,  exanthema,  hair  loss,  hyperkeratosis,  macules, 
sweating,  urticaria,  Stevens-Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gyneco- 
mastia, galactorrhea/hyperprolactinemia,  increased  urination,  spotty  menstruation,  impotence 
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Address  medical  inquiries  to 
G D Searle  & Co 
Medical  & Scientific 
Information  Department 
4901  Searle  Parkway 
Skokie  IL  60077 
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G D Searle  & Co 

Box  5110.  Chicago.  IL  60680 
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